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ABSTRACT 


HEALTH ers NURSING 


Title: The Initial Clinic Mppointnent:: A Study of Clients Who Did 
Not observe “Appointments ina Clinic 


T. Peterson, D.N.S. 


— of California, san Francisco, 1976 


‘This is. a study of would- be clients, who nade initial appoint: 


ments at a child psychiatric clinic and failed both to meet those 


appointments and to cancel them. The study presents from the perspec- 


. tive of the would-be client the conditions and meaning of the appoint- 


ment which explain the failure of the client to. show or to cancel. the 


appoi ntment. Data are interpreted from the sociological perspective of 
symbolic interactionism to provide professionals, particularly the | 
psychiatric professionals, with a perspective and knowledge useful to 
their work with clignts. The gained from a study 
of sr clients is assumed to be helpful in comprehending a wider 
spectrum of clients; for to know why some clients fail to show or to 


cancel appointments is to know more about what laymen think about: 


es their problems and about psychiatry generally. 


The framework of symbolic interactionists used in the Study, is 


concerned with the meaning the actors ascribe to events which affect 


them and from which they form their acts or behaviors. The exploratory 


_ nature of the study guided the selection of the method, a modification 


of participant observation.. A semi- structured interview was used to 


interview fifty-one clients who did not meet or did not cancel initial 


clinic appointments. The interviews were one-time interviews conducted | 


in the homes of the clients. The Study population consisted of a 
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universe of all clients who failed to meet initial clinic appointments 
during an eleven-month period. 

The study explicates the problems in finding and interviewing 
clients who were the most difficult to contact, particularly lower 
class persons. 


The study indicates that the differing perspectives of would-be 


clients in regard. to the psychiatric appointment phenomenon more than 


any other explanation, such ‘as forgetting, poverty, lack of transporta- | 


| tion, account for failure of clients to meet or cancel appointments. 


The world of the lower and lower-middle class no- -show clients was 


sharply different from that of the middle class. no-show client and the 
middle class hiss witaaantiet who attempted to treat them. The explanation | 


for not meeting or ‘canceling the clinic appointment cannot be con- 


: sidered apart from the normative world and social situations of te 


no-show clients. 


The effects of modern urbanism, particularly class ~ occupa- 


~ tional difference, are examined as to how oy create Specialized social 


worlds which in turn provide differential experience and meaning. In: 


; the context of health service institutions which utilize impersonal 


referral and (telephone) appointment: systems , these differences in 
experience and meaning. create problems in providing service and in | 


effecting communications, generally. 
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CHAPTER I 
INTRODUCTION 


This is a study of would-be clients who made initial 


appointments at a clinic and failed to meet these appointments or 


to cancel’ them. The appointment, a social’ arrangement for meeting, 


orders time in separate and definite quantities. Such assignment of — 
time is necessary ina comp Tex 1s0ctety if people with different life 
styles, living in differing communities, are to purposely meet. 

With the scientific and industrial revolution, time and work 
activities became increasingly divided into smal] discrete entities, 
functional for As induatial ization increased 
so did complexities. Larger numbers of people, urbanization, greater. | 
distances to travel, the rise of professionals, centralization of care 


of the ill in hospitals and clinics in contrast to their own nomes, all 


contributed to the impersonalization of the health care institutions. | 


The health care system became increasingly a meeting of strangers, 


with a limited number of health professionals handling literally ‘hun- 


dreds or thousands of persons who came to them from various distances 


and locations with a wide assortment of problems. Such complexity 


necessitated some arrangement for temporal regulation of client and 
professional traffis. 
The appointment system ‘serves such a function. Probably in 


all industrialized countries al] humans’ measurement of time changed, 


0 
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but it was the growing middle class, of which the professionals were a 


part, and their concern with achievement and the work ethic which 


- became very conscious of time by virtue of forethought, planning and 


career interest. For them the appointment was functional in that it 


permitted specialization and control of work. Probably the lower and 


“upper classes measured time less firmly. . 


The study of would-be clients who made initial appointments at 
a clinic but failed either to meet these appointments or to cance! them 


bears upon the social process of communicating an intention and thei 


not keeping it, in this case an institutional promise. The clinic 


used in this Study was a public child psychiatric clinic, located in 
an urban area; the ‘subjects were primarily lower income families and — 


members of minority groups . _ The professionals were physicians, psycholo- 


| gists and social workers, all of whom were ‘defined as psychiatric 


specialists within their respective disciplines and all with a high 
degree of comm tment to their area of specialization. This study was 


done in an urban area with a high number of varied ethnic groups. 


The Problem 


During a year of participant observation in a child psychiatric 
clinic as a research assistant in another study, the writer noted the 


large number of clients who oil initial appointments with the clinic 


and subsequently did not meet or call to cance] that appointment. . 


“Sociological ly an appointment may ‘be seen as a social promise which | 


sets up conditions which provide obligations for confirmation of a 


set of activities.. The appointment presupposes a subsequent set of 
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activities which all consummate the meaning of the appointment. ‘It 


May be seen as an ordering phenomenon in complex urban health institu- 


tions. It allows for persons of various races and social classes to 


“meet each other in pre-determined time and space; and for relatively 


specific, and reciprocal purposes. 


This study proposes that differing perspective in regard to 


the psychiatric appointment. phenomenon more than any other explanation, 


Such as forgetting, lack of transportation, poverty, etc. » May account 


for failure of clients to: meet that appointment. In everyday rela- 


tions between individuals, exact meanings of social acts are not 


crucial as long as work progresses. It is only when there is a 


_ breakdown of norma | functions that the meanings of social acts become 


problematic to the individual participants. Such it is with an unmet 
appointment. To seek answers as to why an appointment was not kept, 
within the seranective of symbolic interactionism, the person involved 


in the act of not ‘keeping the appointment must be interviewed to 


‘hee the meaning of his/her action. The Study proposes interviews 


with clients who did not meet appointments and who also failed to 


cancel them. 


By examining conditions under which new would-be clients make | 


_ psychiatric clinic appointments but fail both to meet these appointments 


and to cancel them, an attempt was made to ascertain, from the perspec- 


1 


tive of the would-be client. the conditions and meaning of the 


— 


Vin this the term "no-show" is used to the 
would-be client. The client refers to the parent or parent-surrogate of 


- the child who is the actual clinic patient. The child is referred to by — 


his or her name or by words such as child, son, daughter, etc. 
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- appointment, which would perhaps explain the-failure of the client 


to show or to cancel the appointment. The second purpose of the study 
was to then interpret the data from the sociological perspective of 
symbolic interactionism in order to provide psychiatric professionals 


with a view point and information useful to them, and, ultimately to 


all would-be clients. In examining the data on failed appointments it 


is hoped that recommendations may be provided which would improve com- — 
munication between psychiatric professionals and lower-class and ethnic 
clients so that commitment to an appointment would increase the likeli- 
hood of the client meeting that appointment. Since the nursing pro- 
fessional often has initial contact with prospective clients in the 


community before the contact is made with a psychiatric institution, 


_ such recommendations might have positive consequences for nursing : 


practice and for delivery of nursing service. .According to Dr. Gerald 


“Caplan the community health nurse is one of the most important workers 


in the mental health field because of her psychosocial closeness to 


the fant lies with which she deals. Moreover, she is "on the spot" 


when a family crisis occurs at which time people are most eager for . 


help.” 


Theoretical Framework 


In so far as. the study deals with persons from the lower ond 


| middle class as clients and the middle class as srofessionals and the. 


theoretically probable differences in rani each gives to psychiatric 


ns "The Role of Pediatricians - in Community Mental 
Health, " Loopold Bellak, M.D. (Ed.), Handbook of Community Psychiatry 
and Community Mental Health Atlee York: Grune and Stratton, 1964), 
pp. 28/- 99. 
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clinic appointments and the subsequent meeting of these appointments, 
the framework of the symbolic interactionists used in the study is 

most appropriate. This framework is concerned with the rw the 
actor ascribes to his action in accordance with his definition of any ’ 
given situation. 

' From the symbolic interactionist perspective one sees human. 
life largely by the conditions or relations among people and the human 
personality as arising virtually entirely from human interaction. 

Social systems rest on language seen as symbols hence the title symbolic 
interactionism. 
This sociologically-oriented conception of human behavior 
developed principally out. of the work of the social philosopher, George 
Herbert Mead, whose intellectual concern was with the relationships 
among mind, self and society. ——* to Mead, man's mind and self 
are products of social experience, dependent on language for their 
development. In asserting that man has a self, Mead meant that he 
is an object to himself. As Blumer interprets: 
The Human being may perceive himself, have conceptions 
of himself, communicate with himself, and act toward himself. 
_ As these types of behavior imply,. the human being may become 
the object of his own action. This aives him the means of | 
_ interacting with himself--addressing himself, responding to the 
address, and addressing himself anew. Such self-interaction 
__takes the form of making further indications. The human | 
being can designate things to himself... . In short, the — 
possession of a self provides the human being with a mech- ~ 


anism of self-interaction with which to meet the world--a 3 
that is in and guiding his conduct. 


a Blumer, "Sociological Implications of the Thought of 
George Herbert Mead," The American Journal of 30639) oy 71 (March 
1966) : 535-36. 


Mead considered language crucial for development of a self. 
Only in the process of using language does the self emerge, for it is 
in communication that one is able to put oneself. in the giece of others 
and act as they might and gain a reflected view of the self. Through 
social acts involving two or more persons and by means of gesture and 
language the participants internalize the social act and takes roles. 
In this process the self emerges and the individual recognizes what 
others expect of him. For Mead the greatest clue to understanding 
the study of communication, for in this of 
communication one. could observe both self and society in action.” 

Inplicit in Mead's thought is that the self exists always ina 
social situation as defined by the individual acting in the situation. 
The manner in which the situation is defined establishes the meaning 
the situation has at the moment for that person. Understanding the 
social world means understanding the way in which men construct their 
_ daily everyday world. Determination of what gets communicated is the 
social experience itself.” In each experience there is a good ‘deal of 
— the self which does not get expressed. People carry on a whole series 
of different relationships to different people, being one thing to 


one person and another thing to another. Man has different selves 


= | ‘George Herbert Mead, Mind, Self and Society (Chicago: The 
University of Chicago Press, 1934), pp. 135-227. Lindesmith and | 
Strauss enlarging on Mead's thoughts write of the crucial importance of 
language not merely as another item of culture but rather as the 
scaffolding and vehicle for the formation and perpetuation of culture. 
Language is influenced by its own form and by the social environment 
in which it develops so that numerous variations exist among groups and 
individuals. Alfred R. Lindesmith and Anselm L. Straus, Social 
Psychology (2nd. Edition), (San Francisco: Holt, Rinehart and Winston, 


1965). 
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with reference to different people and situations, and parts of him 
exist only in relationship to himself. Through these many different 
interpretations of self, shifts in group life and situational defini- 
tion give life a changing and evolving character.” 

Joint action rests on the ability of one human to grasp the 
direction of another's thought or action. ‘For such consensual action | 
there must exist a common set of symbols. Through language, selves 
py consensually defined and stable patterns of action evolve. These 
patterns. of action become institutional forms expressed in social 
roles, status positions, bureaucratic organizations, relations: between 
institutions, social codes and the like. Their importance is not th an 
alleged structured self-operating societal system but in the social 
process wa interpretation and definition out of which actions are 
formed. The extent to which they enter. into social action may vary 
-from Situation to situation, depending on what people take into account | 
and how they assess what they take account of © 

The symbolic interactionist position allows investigators to 
account for social action through meanings given to situations by 
actors in that situation. It is in the framework of this meaning that 
action is planned or taken and flow the consequences upon. 


which further choices must be made. In this perspective, society is a 


"Mead, op. cit., pp. 140-44. Thomas expressed what Mead 
thought so well when he wrote "If men define situations as real, 
they are real in their consequences. "William I. Thomas and Dorothy 
Swarne Thomas, The Child in America, (New York: Alfred A. Knopf, Inc., 
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mosaic of symbolic systems in which each participant constructs and 


acts in ways which fit: the way he perceives the world. 


Background for the Study . 


The problem for this study was formulated during® the course of 


a year's experience asa participant observer in a child psychiatric 


‘clinic. The writer was a member of a team studying. a public urban 


| 7 
psychiatric system under the direction of Dr. Leonard Schatzman. As 


part of this study the writer's concentrated field work efforts were 
at a child psychiatric clinic. This public clinic serviced all the 


troubled ony teren in the urban area under study and as such cise 


a natural area — intensive study. 


During the course of the year at the clinic, the writer's 


interest was stimulated by her observation of the number of prospective 


clients who called the clinic for an initial appointment for their child. 
and themselves but then did not appear at the designated time, nor did | 
they call to cancel the appointment. The present. research began with 


the investigator tarning with the clinic staff about these elients. 


' The oerr gave little attention to these persons. One can ‘understand. 


their disinterest in the no-show client. The professional had a heavy 


client caseload. His work:day was. full. When a client did not appear, : 


this period of time could be used to attend to unfinished, eek. Thus 


the unkept appointment appeared useful for the professionals work. 


Shizuko Fagerhaugh, Margaret McMurray, Laura Munoz, Evelyn 
Peterson and Leonard Schatzman, "Trends in Public Urban Psychiatry 


4: the United States" (unpublished paper, University of California, 
School of Nursing, San Francisco, 1967). | 
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In the context of work and professional practice so little concern 


for such clients is understandable in that it is only through face 


to face counseling relationship that commitment to clients develops. 


For administrative reasons, in this clinic as in most health 
facilities, a client in this clinic ‘is not officially defined as such 
until he or she appears in a face-to-face confrontation with a worker, 
is admitted for service and receives an institutional label, usually 
a number. Sureaucratically, 2 sotentia’ client has no position with . 
the clinic. Consequently when there is a ‘no-show client tne Staff 
have institutional sanction for their lack of concern. 

The clinic studied here is part of a city-county mental health 


system. In complex, industrialized, urban areas social structures 


tend toward progressive division of labor, greater social -differen- 


tiation and formalization. Urban health institutions become struc- : 
tured in similar modes or organization. A principal consequence or 
effect of such organization is a formal separation of tne Giepansers 


of health care from the receivers of such care. The appointment 


system serves to unite the two in the clinic at the same time. The | 


appointment is functional to professionals in that it allows for 


control and ordering of work in a mass system. It al lows the ‘profes- 


sional to attend to the client at hand and to function in a circum- 


scribed manner. For. the client. the appointment is probably much less 


definitive and carries less wich his/her action despite the 


Sthe terminology “admitted for service" is a qaneralized. one 
utilized by most health agencies. It indicates that the client or 
patient is accounted for on the census of the institution. Until 
this has occurred, the patient/client has not begun a career in that 
particular facility; consequently that client is hot included on the 
work load of the institution. 
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fact that the client initiated the appointment. . 


In order to discuss the problem of clients who fail to meet 
appointments it is necessary to understand something of psychiatric 


services in urban areas. The discussion which follows deals with how 


| the appointment system evolved and with urban psychiatric clinics. 


‘Also there follows a discussion of a fundamental assumption underlying 


this study: That the perspective of professionals differs Signifi- 
cantly from that of the would-be clients. These differences in 
perspective are presented under the sub-heading of "Class as a Basis 


for Differing on and the Appointment System." 


| Urbanization and Health Care 


To provide labor for the nineteenth century industrial 


revolution vast numbers of rural people emigrated to industrial 7 


— centers. New types of cities emerged, industrial and commercial. 


The new city became a large complex unit differentiated by multiple 
economic functions contaie’ ng vast quantities of materials and lares 
numbers of people, often crowded together. To the people the city 
furnished services without which the majority could not exist. New 
modes of transportation and communication networks evolved. © These 
der allowed relationships to be established impersonally and over 
great distances. 
The new methods of manufacturing changed man's approach to his 


labor. No longer were goods made by skilled guild craftsmen with pride | 


' in workmanship. No longer did one man produce one product; manufac- 


— turing of goods became the combined work of many people organized in 


large factories for greater efficiency. The making of an article | 
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became fragmented into component processes with one man working on 


only a small process. ‘Special classes of people developed to labor 


in special industries. There arose a need for educated men to contend 


with the complexity and concentration of industry, commerce and finance. 


_ These people became concentrated in the industrial centers. . Because 


of the many opportunities the individual had for meeting people of dif- 


- ferent life styles the city under the best circumstances. enriched life 


for the sophisticated. 


But not all developments were liberalizing. Intellectuals,, 


before the full consequences of industrialization were made manifest, 


: began an evaluation of the urban environment. To some the new-city 
_ culture had only a temporal quality unstructured between past and 


future. The city was eternal transience--all individuals uprooted, 


each unique, all conjoined for a moment before parting. 1 Man 


® 


becomes a succession of simultaneity of fragmentary surroundings. 


The average individual in the modern metropolis was seen as split in 


parts, divided and alienated from himself. || 


"This brief resume of the historical course of cities in 
Western civilization was accomplished by reading and examining several . 


books. Three particularly helpful books were Maurice R. Stein, The 
; Echinse of Community (Princeton, N.J.: Princeton University Press, 


1971); Anselm L. Strauss, Images of the American City (New York: 
The Free Press of Glencoe, 1961); Serge Chermayeff and Christor . 


Alexander, Communi ty and Privacy (New York: leday & 
Inc., 1963). 


cart. "The Idea of the City in Thought: 
Voltaire to Spengler," Sylvia Fleis Fava fed. )° (New York: Thomas - 
Crowell Co., 1968) , pp. 409-24. . 


Francois Duchene, "The Contentious Millennium," pp. 15- 58 in 


Francois Duchene (Ed.), The Endless Crisis: America in the seventies 
(New York: Simon and Schuster, 1970), Lo 32-33. 


a 
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Out of industrialization came a new economic and oolitical 
power in the form of industrialist and economic royalist. The American 
city, since its foundation, has been dontnated by economic institutions 
--first the market, then the corporation. Neither local, political 
nor religious institutions were able to regulate economic activity; 
both merely reinforced the existing system. The key to the city was 
and is the economic institution. ie 3 | 
The cities in the United States became large, complex , hetero- 
“geneous and highly rational ized in economic terms. Class, ‘occupation, 
ethnic identity and life style became the social characteristics by 
which residents interacted. In such a complex society interaction 
, takes a bureaucratic form of administration, bureaucracy being one of 
the results of the profround rationalizations of modern industrial 
society, as Max Weber pointed out. '? Weber's study of bureaucracy 
is still the focal point of present day discussions on bureaucracy. 
The structural characteristics which distinguish bureaucratic form 
from other forms of administration ave:  ouianidinn chains of coordina- 
tion and control of Such aspects of organizational functioning as 
decision-making, task allocation and communication; use of rules, | 


regulations, or officially prescribed policies to define and limit 


choices or actions a person may make when performing an official 


: ‘Tw H. Powell, "The Evolution of the American City and 

the Emergency of Anomie: A-Culture Case Study of Buffalo, New 
York, 1810-1910," The British Journal of Sociology. 13 (June, 1962): 

164-66. : 

"Bueber, Max, "Characteristics of Bureaucracy" and "Some: 
Consequences of Bureaucratization," in Lewis A. Coser and Bernard 
é Rosenberg (Eds.), Sociological Theory: A Book of Readings (New | 
York: The MacMillan Co., 1964), pp. 465-73. 
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function; a high degree of spectal tzatton of skills and function; 
organizational ownership of necessary tools, property and an organiza- 
tion of all means to the jtehintiied ends in the most efficient manner 
through rationale planning. 

Efficiency of rational formal organization was necessary for 


an industrial society. In the United States the transformation from 


an agricultural to a predominately industrial nation took place within 


a half century (1870-1910) and was directly associated with acceler- 


ating urbanization. ‘The Civil War had expanded heavy industry, and 


after the war railroad building, mining, manufacturing: of heavy 


machinery Spread Federal control over the whole continent and greatly 


increased national wealth. | 
During the nineteenth century industrialization period and 


continuing into the twentieth century,: scientific knowledge received 


| great impetus. The incentive was probably the development of new 


techniques for greater economic gains, but many of the results were 


humanitarian and beneficial to man. The practice of medicine was one ~ 


of the areas to benefit. New medical knowledge led to conclusive 
proof of bacteriologic causation of many diseases. Practice of 
medicine became scientifically based and rationalized in functions. — 


Medical education became formalized with establishment of good quality 


- medical schools and medical specialities appeared. Medical care was > 
offered on a competitive fee-for-service basis. The patient was asked 


to come to’the physician. The physician no longer visited the home 


when the development of hospitals and clinics allowed him to treat all 


patients in one place. Persons now, as they had earlier in their work. 
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experiences suffered separation from home when i11. Contact or visits 


to the physician became transitory and episodic. The health care 
system became patterned after ‘the larger society with bureaucratiza- 
tion and technological specialization. 


When the work of the physician and others in ‘the health © 


~ system became dominated by economics, time became money and was 


allocated on the basis of economy and efficiency. The patient and 


doctor in such an economically rationalized system are forced to plan 


for meeting in time and space for an agreed-upon-in-advance function. 


The appointment as a social promise became the instrument by which. such 


a meeting could take place. The appointment is a function of the 


economics of space and time and work load, and as such is an indicator 


of modern urban existence. 


In the city the client might live some distance From the 
physician or health care institution from which he was to receive 


his medical treatment. This was so especially for the lower class 


~ persons who in ‘the development of the industrial city lived near the 


industrial areas of the city, the more undersirable sections of a 
city. The middle class physician establ ished medical practice in areas 
oF the city where the middle class patients lived. In private medical . 


system of care, that is giving care for a fee, the middle. class could 


economically support physician services. There were methods of paying 


for care for the poor through welfare programs, but the giving of. such 
care was not the main economic support of physicians. | 
Because of the pattern of urbanization in American cities, 


that of dividing living areas of a city by social class and ethnic. 
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groups, the poor lived with the poor, the laborer: and his family with 


other laborers, members of a race with like members, middle class with © 


other middle class persons. As a result certain individuals, usually 


the lower class, were more dispersed from medical services because of 


the nature of the city. The appointment served then as a social 


| mechanism to bring people from one part of a city to another for a 


momentary meeting. 


To bring about such a meeting the technology which produced 


the industrial revolution and the consequent changes in the way people 


related developed the technology to contend with the problems it 


created. Transportation systems were built to help people move from 


‘one part of the city to another, the worker to his place of work, the 


patient to the doctor. Later the telephone became a method for 


carrying on verbal communications without meeting face to face. It 


- allowed immediate communication over space, impersonal conversation — 


between strangers. There was no need to meet until the first step of 
a negotiation for meeting was made by telephone. For a person seeking 
care of physician or other health care ovo fessionals negotiations 
ware neceseary first with a non-professional receptionist employed to. 


answer the telephone. 


Psychiatry 


Bellack. writes of three revolutions in psychiatry. The first 
revolution was a new sympathetic attitude toward mental-illness at the — 


end of the eighteenth century when Pinel, in a dramatic symbolic 


‘action, struck off the chains of the inmates at the Bicetre, a French 


- mental hospital. The second phase was the development of psychoanalysis 
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by Sigmund Freud in the late nineteenth century. The third phase. 
differed from the others in that it attempted a connection between the 
problems of the mentally ill and the overall oroblens of urban areas. 
~The problems of individuals and families with mental illness became the 


problems of the community and the reverse. |! 


Also during the nineteen 
fifties the introduction of psychotropic drugs opened up new horizons 
for treatment of the mentally ill. The drugs plus the new treatment 
methods increased the public Support for treatment and care of the — 

- mentally i11 and strengthened the belief that mental illness could be 
cured if sufficient resources were invested. 

In Congress through action enpowered the 
National Institute of Mental Health to analyze and evaluate the needs 
and resources of the mental ly ill in the United States and to make | 
recommendations to congress for a national mental health program. ‘ae 
In 1961 the Joint Commission 1ness and Health, the study agency, 


“reported that the chronic nature of mental illness and the need for — 


repeated hospitalization resulted ‘in about one-half of all hospital | 


* aie Bellak (Ed.), Handbook of Community Psychiatry and 
Communi ty Mental Health ee York: _ Grune and otrattons 1964), pp. 
1-11. | 


1Srhe Study commission, selected by. the National Institute of 
Mental Health was composed primarily of professionals. The Mental 
Health Law of 1946 had provided for education for professionals who. 
now pressured for more reform. The perspective of the professionals 
became dominant in the report. Moynihan writes "By mid-century, 
~however, the process of external pressure and internal encouragement 
had acquired a degree of institutionalization and expertise that might 
be described as the professionalization of reform. Increasingly efforts 
to change the American social system for the better arose from 
- initiatives undertaken by persons whose professions was to do just that. 
Whereas previously the role of organized society had been largely 
passive--the machinery would work if someone made it work--now the 
process began to acquire a self-starting capacity of its own. To 


4 
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beds in this country oeTng occupied by mental patients. An estimated 
17 million persons were believed to be suffering from some form of 
psychological disturbance. The Commission, reflecting on the magni tude 
of the problem and the limited manpower and resources available for 
treatment, favored indirect services to the less disabled mentally 
il] persons and for the acutely i] intensive treatment, if possible 
within his own community. Once the concept of community became 10dged 
then it was understood that perhaps patients did not need to be sent 
away eg ‘hospitals or be in hospitals in their community. The concept 
that the community itself may be helpful én troubled: persons allowed 
for the development of various types of out-patient care facilities.’ 
: x Congress responded with the passage of the "Mental Retardation 
“Facilities and Communi ty Mental Health Centers Construction Act of 
1963, which authorized financing for construction of community mental 
health centers so that services could be made available to all people. 

In 1965 this act was expanded to assist communities in meeting costs 
of staffing community mental ngalth centers. The Community Mental 


Health Centers A Act provided for development of varieties of services. '2 | 


borrow an exacceration from the world of automation SO much ‘in fashion 
at this time, the machinery began to think for itself," Daniel P. 
Moynihan, On Understanding Poverty (New York: Basic Books, Inc. 
Publishers, 1969), pp. 22-3. — 


action for Mental Health, “Final report of Joint Commission 
on Mental Illness and Health (New York: Basic Books, 
4- 24. | 


184 qualify for money a communi ty mental health center had to 
provide these five essential services: (1) in-patient services; (2) 
out-patient. services; (3) partial hospitalization services such as 
day and night care; (4) 24 hour emergency services ; (5) consultation | 
and education to community agencies and professional personnel. These 
’ five plus the following were defined as necessary for adequate | service: 


a 
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AIl services were associated with the medical care system as in 
existance. There was no public policy which demanded innovative new 
program perspectives, consequently the professionals providing care 
developed programs in line with their ideologies using existing public 
“agencies. Hospitals, clinics, out-patient departments in existence 
received money to: expand their programs . During the first years the. 
froney served to add more quantity and quality to services-in existence. 
Given the nation interested in childrens' well-betng and the 
preventive nature of the mental health acts, it is understandable | 
that money flowed into existing children services, such as child care 
clinics established under older legislation to improve maternal and 
child. health. These:services were located in health departments , : 
~ schools, children's hospitals and a few in private child-caring 
agencies, but always the professionals, primarily the medical profes- 
sionals, continued to exercise control through the institutional — 
practice of medicine. The absence then of clear-cut national public 
policy had consequences for where clinics were to be located and whom 
they were to serve. The clinic, in which this study, was carried out 
had its historical origin in the maternal and child health action of 
a municipal public health department. When large sums of federal 


money were made available to the mental health section of this public » 


(1) diagnostic services; (2) pre-care and after-care services such 

as home visiting, halfway houses, foster homes; (3) rehabilitative 
services including vocational; (4) professional training programs, and 
(5) research and evaluation. Daniel Adelsgn, "Community Mental 
‘Health: A New Frontier" in Marion Kalkman's Psychiatric Nursing, 
(3rd Edition) (New York: McGraw-Hill Co., 1967), p. 281. 
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health department the child psychiatric clinic was moved to that 
fast-expanding department. But the department remained in a public 
agency, the health department, which had historically dealt with lower- 
class and minority people’ Ss health. 

The clients in this study were primarily of lower class 
position with many coming from ethnic groups while the professionals | 
were middle class. Persons in different social classes may have 
developed different CONCEPTIONS of psychiatry peculiar to ghetr class 
or occupation. Using class as an orienting perspective one may be | 
able to explain the client's action in not nesting ane in not cancel- 
Ving an appointnent. 


Class as a Basis for Differing Perspectives on 
Psychiatry and the Appointment System 


This study approaches the problem of differing perspectives as 
a problem of social organization, i.e., stratification. Perceptions 
that professionals and clients have of each other are functions of . 
their respective socio-economic background and experiences; in addition 
‘er the professional his/her professional education. 
The sociologist’ S conceptual ization of social class is one of 
the most useful tools in providing an explanation for the sources of 


differences among social groups." T This most important population 


net, association with stratification the term "social class" 
has been used.to denote those individuals who possess within the © 
framework of a society or community relatively the same amounts of 
power, income, wealth, or prestige of some loosely formulated combina- 
tion of these elements. These individuals or groups possess relatively 
equal status or prestige in a relatively open system of stratifica- 
tion. Julius Gould and William L. Kolb (Eds.), A Dictionary of the 
Social Sciences (New York: The Free Press of Glencoe, 1964), 
pp. 648-49. 3 


" 
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differentiation has made explicit a phenomenon which most Americans 
have known intuitively to be part of their society, that of social 
class. In American sociology there have been voluminous studies of 
class differences in behavior, ranging from differences in sexual be- 
havior to participation in voluntary organizations. | 


In any highly differentiated society such as the American 


_. society, individuals and groups vary greatly, so that within every 


class there are differences due to race, ethnic affiliation, varieties 
of life styles within each of these groupings. Class is not a quality 
that exists or doesn't: . it. develops an almost indiscrete set of 
graduations. However, class is a useful analytic category and gener- 
~alizations can ‘be made about class regarding similar and different 
elements. This study does not focus on class differences in the broad 
see totonica) sense but uses the concept as a’ framework for under- 
"standing differences in perspectives of health professionals and 
clients in an ‘urban, child psychiatric clinic. 

| In the United States the planning and caretaking health | 


professions, such as nursing and social work, developed = of the 


ep ernard Berelson and Gary A. Stelner, Human Behavior, an 
Inventory. of scientific Findings (New York: Harcourt, Brace and 
World, Inc., 1964). | 

Berelson and Steiner reviewed a large part of the behavioral 
scisace literature. They selected a goodly number and organized them 
into subject categories; pages 453-525 deal with the concept of social . 
class in such a manner. The two authors warn readers to be aware 
that there is not in the social sciences the unanimity found in natural 
sciences regarding what are established facts thus opening any 
. presented fact to criticism. | 

Another reference for bibliographic information on: social class 
is contained in the appendix of Danie]{P. Moynihan's book, On Under- 
standing Poverty (New York: Basic Books, Inc. Publishers, 1969). 
Zahava Blum and Peter Rossi have surveyed the literature and present a 
rather-extensive bibliographic review of what is definitely known about 
the characteristics of the poor, pp. 343-96. 
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nineteenth century middle-class reform movements. Thus the middte 
class value pattern is now well institutionalized, not only in pro- 
grams but in recruitment and training of professionals, in creation of 
its image, and most important in the structure of professional-client 
relationships. Health professionals. need to be aware and take into 
account class values Of people with whom they work who are different, 
especially lower and working classes.“ Gans noted in his extensive | 
Study of an urban area that planners and caretakers provide services 
based. on middle-class values and generally distinguish only between 
middle and one lower class; consequently they work with a distorted © 
22 

Professionals are incl ined to see themselves independently of 
social forces. They assume that their practices are based on "objective 
scientific principles. ~ ‘They tend little to socio-economic factors | 
which may be beyond their control but play a determining part in ‘their 


professional work with their clients. The professionals share a nearly 


common education and training, ‘somewhat common working conditions and 
_ common middle- class orientation. This peer group ‘sharing of perspec- 
tives serves to reinforce the professional's perspective, thus making 
it harder for him to see the world as persons of another class might 


see it. 


During the nineteenth and early twentieth century descriptive 


studies of illness and the concomitants of socio-economic status 


el beter Morris, "A Banert on Urban Renewal," in Leonard J. 


Duh] (Ed.), The Urban condi eign (New York: Basic Books, 1963), pp: 


151- 


22 J. Gans, The Urban. Villagers York: ‘The Free 
Press, 1962), pp. 269-78. | 


| 
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Spurred the public health movement’ both in England and the United 


States.“° These early studies focused primarily upon the communicable 


diseases for which diagnostic tools, medical treatment and a method of 
environmental control were available. Recent studies of illness and 


social class emphasize chronic diseases. 
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In the mental health field the Ho11ingshead and Redlich. study 


was first to demonstrate that professional practices in mental health 


have been: in large part determined by social factors. es Writing about 


medical organization, and lower income groups, Strauss used psychiatry 


as case “study. Psychiatry has grown in out-patient services, has 


~ grown greatly in number of practitioners and consumers , but its 


- professionals have not focused upon the potential mismatching of 


by ssychiatric terminology. 


Historically there has peer a cone history of slienation from 


mental health services by the lower socio-economic groups. Writing | 


john Hanlon, Principles of Public Health Administration, 


(4th ed., St. Louis: The C.V. Mosby Co., 1964), pp. 42-53. These 
studies are. now classics in the fields of social survey and public 


health. Such studies are Booth's study of London poor, Chadwick's 
Study of social and sanitary conditions in London, and Shattuck's 
report on: public health needs of the State of Massachusetts. 

sugust B. Hollingshead and Frederick C. Redlich, Social | 
Class and Mental I1l]ness gah York: John Wiley and Son, Inc., 1958) . 


Strauss, "Medical Organization, Medical Care and 


Lower Income Groups," sacral Science and Medicine 3 (August, 1969): 


140-76. 


experimented with new treatments , developed new kinds of Facilities and 


evolving psychiatric organization with life styles of lower income pa-- 


tients. The same middle-class bias largely continues, now rationalized 
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& 
about the nineteenth century moral traatwent, Bockoven states that _ 
the middle-class perspective became an integral part of that mental 
health service.-° Riesmann suggests that while there may be nny 
factors accounting for non-use of clinics by low-income groups such as 
cost, distance from home, fear of institutionalization, probably the 
middle- class character of the mental health movement and TEES * 
services offered to low income persons contribute the most to non- use 
or under utilization. of 
Class considerations tend to overshadow therapeutic considera- 
; tions in the professional -patient relationship. Simmons explains 
that as far as those qualities which are defined as essential ina 
therapeutic relationship, name ly mutual trust, respect, and cooperation | 
in a. professional client relationship vary inversely with amount of 
social distance. The greater the social distance the less likely a 
will the participants perceive each other in eertis of ideal type roles 
of professionals and patients and most likely will perceive each other 
in tems of their’ social status in the laroar- Certainly in’ 
psychotherapeutic relationships this is true in the United states. The 
Patients who most nearly approach the Pressed S statuses are accorded 


the best treatment. 28 


| Sanbourne Bockoven,. Moral Treatment in Psychiatry 
(New York: Springer Publishing Company, 1963), pp. 16-70. | 

27 Riesmann, "A Neighborhood-based Mental Health Approach, 
in 1 Emory L. Cowen, Elmer A. Gardener, and Melvin Zax (eds.), 3 
Emergent Approaches to Mental Health Problems (New York: Appleton- 
Century Crofts, 1967), pp. 162. , 


zie Simmons , "Implications of Social Class for Public 
Health, "jn E. Gartly Jack (ed.), Patients, Physicians and I}Iness 
Elencoe, Illinois: Jhe Free Press, 1958), pp. 107-22. 
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The entire heal th-wel fare enterprise formed along a niddTe 
class model is constructed out of the conception of health delivery - 
that the middle class professional would understand and appreciate: : 
Its almost universal failure to engage the poor is due to the potlemic 
‘assumption of middle class values as to the complexity of problems 
confronted. “9 Mental health and mental illness is one substantive area 
in which social class differentials have been found to influence the 


perspective | and the actions of the professionals and their clients. 1 


¢9\ eonard Schneiderman, "Social Class, Diagnosis and Treatment," 
American Journal of Orthopsychiatry, 35 (January, 1965) :99-105. 


| 30There are many studies which indicate this variation in 
perspectives | of clients and professionals. A few previously not noted 
are: | 


Anselm Strauss, Leonard Schatzman, Rue Bucher, Danuta Enrlich and 
Melvin Sabshin, Psychiatric Ideologies and Institutions (London: 
The Free Press of Glencoe, 1964) pp. 98-273. 

Louis Coser, "The Sociology of Poverty," Social Problems 13 (Fall, 

| 1965) :140-148. 

Kingsley Davis, "Mental Hygiene and the Class Structure," Psychiatry 
1 (February, 1938) :55-56. | 

Charlotte Muller, "Income and the Receipt of Medical Care," 

American Journal of Public Health 55 (April, 1965):510-21. 

Alfred Yankauer, Kenneth Gross and Salvatore M. Romeo, "An 

Evaluation of Prenatal Care and Its Relationship to Social Class 
and Social Disorganization," American Journal of Public Health 
43 (August, 1953):1001-1010. igs 

Alonzo S. Yerby and William Agress, "Medical Care for the Indigent, " 
Public Health Reports 81 (January, 1966): 7-11. 

David Rosenthal and Jerome D. Frank, "The Fate of the Psychiatric 
Clinic Outpatients Assigned to Psychotherapy ," Journal of 
Nervous and Mental Disease 127 (October, 1958) :330-43. 

John McDermott, Saul I. Harrison, Jules Schrager and Paul Wilson, _ 
"Social Class and Mental I1Iness in Children: Observations of 
Blue Collar Families," American Journal of Orthopsychiatry 35 
(April, 1965) :500-08. 

William House, "The Role of Socioeconomic Class Examiner Bias," in 

- Frank Riseman, Jerome Cohen, Arthur Pearl (eds.) Mental Health 
of the Poor (New York: “The Free Press of Glencoe, 1946), pp. 
-47. 


Variables for social class placement are many, but the 
economic variable is primary. This variable does offer more or less 
a similar life style and opportunity to those occupying. each category. 
The clinic in which this study was done took into account only this 
variable in evaluating clients for admission to care. The clinic 
had been established by the city to service children who were in need 
of psychotherapeutic evaluation or care and whose parents were econ- 
—omically deprived. Entry into the clinic was well routinized. How 
much money one earns and whether one is on welfare, were the usual 
questions asked of clients calling for an appointment. The client's 
economic Status was accepted as she or he stated it and it was the only 
evaluation criterion used for acceptance for care. The’ concreteness 
of the economic variable allows for a quick evaluation and decision 
a8 to acceptance of clients for care. Consensus among workers is 
easily attained. During the period of this study no disagreement among 


the staff on a client's qualifications for treatment was observed. 


0. Eugene Baum and Stanton B. Felzer, "Activity in Initial Interviews . 

with Lower Class Patients," Archives of General Psychiatry, 

April 1964, pp. 10-345. | 
William Rosengten, "The Hospital Careers of Lower and Middle- Class 
: Psychiatric Patients," Psychiatry 25 (No. 1, February 1962) :16-22. 
Peter Kong-Ming New, "Communication: Problems of Interaction Between 

~ Professionals and Clients," Community Mental Health Journal 1 

Nursing literature on this subjéct is limited. Nurses are included in | 
a number of studies quoted.. Strauss et al.'s book has a chapter on the 
perspectives of hospital psychiatric nurses. Charles V. Willie, "The 
Social Class of Patients that Public Health Nurses Prefer to Service," 
American Journal of Public Health 50 (August, 1960):1126-36, found that 
nurses like to work with people similar to their own social class. a 
Sociological studies indicate that nurses in general are able to commun- 
icate more easily than some other health professionals with lower-class 
patients. Two reasons can be inferred: Many nurses come from lower 
class or lower middle class families. Second, the nurse is closer to the 
patient. in time and place. She sees him for longer time periods and has 
more opportunity to observe him as participant in his own social group. 
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To give the reader a visual picture of the clinic at the time 


of this study a description follows. 


Clinic 
The Child Psychiatric Clinic is located in an area of the city 
where primarily lower-income persons live. The majority of'the resi- . 
dents are Black. Dilapidated two-story residential structures, old 


Single-owner grocery stores and a few store front churches make up the | 


GE 


~The clinic is a one- atin building painted a “nondescript light 
tan color which leaves the viewer with rather a dull feeling. ‘Scrib- 


bled on the outside walls were "four-letter" words. There is a small 


| parking Jot at the rear of the building for employees and a smal] 


plot of uncared- for yard at the side of the but idings 

One enters a rather spine atts waiting. room with few 
ptastic-covered chairs and davenport. well - used magazines and 
toys are lying about. Large numbers of people are seldom seen in the 
waiting room because the clinic operates with an efficient appointment 


system. Children are al lowed freedom to play in the waiting rgom but 


are stopped from wandering through the entire building. 


There is a waist-high counter on one side of the room and 
behind this sit the receptionists. They greet people who come to the 


clinic, answer the clinic telephone, type letters, file clinic papers. 


: They are the clinic record and gate keepers. They are busy most of 


their work hours. The telephone rings almost constantly. 


& 


collection. 


ce 


The building is clean. The walls have some good and exciting 
works of art (paintings and sculptures) borrowed from the city’ Ss art 
ST sma individual offices extend from two long narrow 
halls. Two offices Have been converted to play-therapy rooms. There 
isa library conference room and a catch-all room, This room serves 
as a storage room for files and old issues of professional journals. 
It‘also contains six old desks and is used by "extra people," such as 
_ Students assigned to the clinic for educational purposes, one part-time 

psychiatrist who 1S responsible for staff in-service, and the writer. 
Coffee is madé in this room. Few staff eat their noon lunch here. 
It is the room where people come to socialize. Here one fearns about 


the clinic activities and relationships among staff. 


~The clinic operated sub-clinics two: days each week in two 


~ other areas ‘of the ‘city. One of these is geographically separated from 
the city proper and the other separated by culture and language. 42 
Clients who have attended these two clinics come to the central clinic 
once they have begun treatment. Three city buses pass within two 
blocks of the clinic. Street parking for cars is available within two 
blocks of the clinic. | 

: The following chapter describes some clinic’ operations and the 
manner in which the data were collected. The third chapter contains 
snalysis-and findings. The fourth and last chapter presents implications 


for theory and practice. 


3\the Clinic has been "ripped off" ‘several times with the loss 
of typewriters, tape recorders, and desks, but never has a piece of art 
been stolen. 


32one was located in a residential section which was ‘prtwarity 
composed of Blacks and the other in a part of the city whose residents 
were primarily Chinese. 
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CHAPTER II 
THE RESEARCH PROCESS 


Introduction 


This chapter presents the methods and procedures of the » study. 


It accounts for ‘the steps undertaken by the researcher SO that they © 


_might be useful to those interested in the field work method and to 


those who wish to understand and evaluate the analysis and Findings 
which follow in the study’ s final two chapters. 
The writer reflects on the smi Teng relationships between 


herself and her research subjects. In the daily face-to-face inter- 


actions with clinic staff and with clients in their homes, the writer 
negotiated her research role. Each success supported, and each failure 


Z jeopardized, the writer's presented-self as a researcher. This ‘complex 


shaping of role over time and across situations is explicated. sd 


The no-show study reported here grew out of an earlier inquiry | 


concerned with ‘public. urban psychiatry in the United States in which the ; 


@ 


|see Virginia L. Olesen and Elvi W. Wittaker, "Role-making in 
Participant Observation: Process in Researcher-actor Relationships," 
Human Organization 26 (Winter 1967): 213-81 for a description of 


reciprocal interaction between observed and observer in establishing a 


satisfactory relationship. The primary guide for the author of this 


Study, both in the collecting of the data and conceptualizing the 
process, was her experience with Dr. Schaztman as a student in a social- 
psychiatric research project, University of California, San Francisco. | 
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writer participated... Approached with a sociological and historical 
perspective the former: study accounted for events within BEEN ION and 
those external to it. This no-show client study utilized the same 

. framework. It is exploratory, with the purpose of developing and 
expanding social psychological theory. hy applyitia it to data, not 

: necessarily for rigorous testing.° An objective of the investigator was 
| that a study such as this might indicate strategies and techniques which 
Might serve to increase the: effectiveness with which professionals and 


Clients could deal with each other. 


Methodology 


The theoretical framework and method selected by the investi- 


_ gator were as much a function of her educational background, paths that. 


have been opened to her during her career, and her individual philosophy 


as Of logic and science. The investigator, a professional nurse, was 


inperested in | the pragmatic value of research in improving health care 


a 


¢Fagerhaugh et al., op cit. 


3s Barney G. Glaser and Anselm L. Strauss, The Discovery of 
Grounded Theory, (Chicago: Aldine,'1967, pp. 35-40 and pp. 101-13 for 
a discussion on applying theory to data and expanding the theory. The 
‘authors caution that in using categories already developed the re- 
searchers may find themselves redefining the categories and stretching 
boundaries so that data will fit. Instead, the authors suggest that . 
data should be looked at in terms of developing new categories which are 
analytic and sensitizing. By sensitizing they mean to illustrate from 
data so that the reader of the study may have an existential experience | 
_ with the illustration and say, "yes, that is how it is." 


a 
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and in theory development.” ‘The no-show study evolved from a long-time 
professional sympathy for clients and their difficulties with health 
care institutions as well as from participation in a social -psychiatric 
research srogran. For the study a methodology was needed which ould 
account for the client's perspective on conditions under Aid appoint- 
ments were made. The field work method was such.: | 

| ‘The field work method is a body of research techniques and 
strategies that involves direct contact with social groups in natural 
conditions. Methodology serves to explain what the investigator is 
doing and tests whether he can make the kinds of statements about : 
empirical observations that he wants to make. The methodological rules 
and criteria which are guides to this action have only recently been 


Ssystematized and rationalized. 5 


| Explicating the methodol ogy is erecta 
for the reader's understanding of what went on during the process of 


developing and carrying out oF the study. 


sor a complete discussion of theory building and the practice 
professions see Dickoff et al. articles in Nursing Research. The authors 
Suggest that the concept of theory be broadened and that developing 
theory for a practice profession can become a real possibility. James 
Dickoff, Patricia James and Ernestine Weidenback "Theory in a Practice 
Discipline: Part I. Practice Oriented Theory," Nursing Research, vol. 
17, no. 5 (September-October, 1968), pp. 415-35; and "Theory in a 
Practice Discipline: Part II. Practice Oriented Research," yurs.ing 
Research, vol. 17, no. 6 (November- December, 1968) pp. 545- 54. 


>The methodological procedures for this stud arose from Study 
under and in a collegial relationship with Dr. Schatzman. Expanding 
_ the field work method is not a sterile laying out of logic and a science 
but is the symbolization of the elusive role of the field worker as a 
' conscious. observer of himself, and as an analyzer of himself in that 
role. Tactics and strategies emerge from the process of doing research 
in the field. The rationale for field work method, explicating the 
procedures and rules of less than orderly method are described in 


Leonard Schatzman .and Anselm L. Strauss, Field Research: Strategies for — 
a Natural Sociology, (Englewood Cliffs, N.J.: Prentice-Hall, Inc, 1973.) 
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found themselves. 
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| The writer presents the strategies and decisions which had to do 
with the logic of the method and also those arbitrary decisions made 
because of situational exigencies. Olesen and Whittaker discuss such 


problems in their account of students progressing to a professional 


Status. During the long period of fieldwork with students in a school | 


of nursing the researcher's strategies were not always devised in pre- 


scribed terms but were dictated by the situation in which the researchers 


6 So it was with this Study. 


A description of incidents and problems as they were met and 


managed by the investigator follows. The description is conceptualized — 


in methodological phases, which did not follow linearly one after 


- another as the process of writing seems ‘to indicate, but often over- 


lapped in time and space. 


The portion of this Chapter “Preliminary Phase," which follows 


_ immediately, speaks to the original study and the no-show study and 


their juxtoposition. The portions following and the remainder of ‘this 


‘report are concerned only with the. no- -show client study. 


Preliminary Phase : 


: ‘The original study’ S purpose was to gain an overview of the 
psychiatric facilities ina specific urban area, an entire city. 
Practical problems arise with a study of human groups in natural en- 


vironments. ‘One of — with which the field researcher must contend 


‘is access to the field, institutions and persons being studied. For the 


Byirginia Siesan and Elvi Whittaker, The Silent (Sin 
Francisco: Jossey-Bass, Inc. 5 1968) pp. 25- 45. 
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original study entry to these facilities was negotiated by the study 
team through the means of a letter and a memorandum to the program 
chief of the city's Mental Health Services, explaining in detail the 
purpose of and method in which the research would be conducted. A | 
sarconal fiteryiew fol lowed at. which time the team was given immediate 
and complete entre’ to the psychiatric system. In order to expedite the 
study, the team apportioned the various psychiatric agencies among its 
“members. The writer was assigned tothe child psychiatric clinic, an 
agency which serviced all psychiatrically disturbed children referred - 
from the area under study. | | 
| Once entre to the psychiatric facilities had been legitimized, 
the individual researchers contacted the agency which each was to siti 
At the child psychiatric clinic negotiations during the original study 
and the no-show study were of two kinds: one was with the clinic 
personnel and the second was with the clients when permission was 
sought for sn. iotereien, The latter protocol is discussed with presen- 
tation of the interview. Negotiations were continuous throughout both 
Studies. They took different forms of operation with different 
individuals and for different Purposes. | 

Agencies have one or several persons who act as "gatekeeper" to 
outsiders. Identification of and contact with this person is crucial to 
gtuay implementation, for he/she provides entre to the agency. 
health agencies the gatekeeper is almost always a physician or some 
Sieuts, usually a professional health worker such as a nurse or a social 
worker. At the child psychiatric clinic this person was a psychiatrist. 
3 the investigator made contact with him and received his approval: for the 


sriginal study. The psychiatrist- -director's only stipulation before 


‘ 
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giving access to the clinic was’ that the investigator discuss informally 
with him the Study purpose and method. All negotiations and agreements 
were verbal. The investigator was then free to make all further contacts : 
in the clinic. Following the bureaucratic structure of the clinic, 
interviews with supervising professionals were made and each acted as a 
sub- -gatekeeper in introducing the researcher for purpose of interviewing | 
| to specific staff members such as social workers , psychologists and | 
psychiatrists. | | 
Observations were aade of the work of non- -professional personnel. 
Questions to clarify observations revealed one non-professional worker ne 
whom other personnel, professional and non-professional approached 
when in need of information or direction. This person was the charge 
receptionist. He answered incoming telephone calls, made appointments 
was bookkeeper for clinic funds, allocated room space, handled negotia- 7 
tions with other agencies in the public governmental system, mediated 
disagreements among the personnel. He was the spprational axis around 
| which the clinic operated. He was the keeper of much information on the 
day-to-day workings of the clinic. 
While interactions with all clinic workers were necessary for 
the original Study, for the no-show study the receptionist was most 
critical. It was from this man that the researcher was to receive the 


names of those clients who did not appear for their initial appointments . 


-peofessional were helpful in giving data and 
making arrangements to facilitate the researcher's work. Sociology 
literature points out how helpful such persons can be. They are cogni- 
zant of the operations of institutions in which they are employed. Often 
they themselves are in a position of constantly listening to others so 
talking with the researcher may be seen as a wonderful chance to unload. 
The interaction becomes an even exchange-data for listening service. 
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As the writer was inaugurating the no-show study, the psychia- 


trist-director resigned and another psychiatrist was appointed to that 


‘position. For the investigator this necessitated negotiation with the 


new director. A meeting with him was arranged to acquaint him with the 
no-show study and the researcher. He agreed to continuation of the 
Study contingent upon a written statement of the study's purpose for the 
clinic files. Such a statement, including conceptual framework, method 
and problem of the study and che researcher's relation to the clinic, 


was prepared. ‘The commitment to provide the staff with some useful 


findings and generalizations was explicated. (See Appendix A.) — 


Sources and sampling 


The best method for studying clients who fail to meet ‘clinic 


| appointments would be. to conduct a prospective study of potential 


clients. A sample of such a population could be asked at intervals 


what contacts they had-made with the clinic. However identifying and 


judging, the size and variability of a population from which: to draw a 


sample would be so difficult that such an approach would not be con- 
sidered feasible. For this reason another approach was olanned; witch 
was to interview a created universe of all clients who failed to meet 
clinic appointments during a specific period of time: eleven months. 


_ The clinic record of clients who did not appear for an initial 


appointment were filed in a folder designated for that purpose. The 


-record consisted of one page on which certain social information was 


recorded at the time the client telephoned for an interview. (See | 
Appendix B.) There was seldom an institutional demand for information 


from these records. ‘titeematiy the receptionist found the record » 
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convenient to refer to if the cliant called for a second appointment ; 
otherwise the one-page record was of little use to the clinic personel. 8. 
There was no guarantee that all euclh records were on file. Some were 
lost in the record handling by. professionals and clerks. During the 
period of this study, however , the receptionist made a special effort to 
locate and keep these records for the investigator. | 
There were also limiting factors within the sampling. One was | 
that not all no-show clients could be found, and secondly that all the 
data were sampled from one public clinic. Ideally a study of would-be 
clients in other health institutions and of other ages woud have pro- 
vided a more varied data for comparative purposes. Of eighty-one dosshow 
clients on file, six refused to be interviewed and twenty-four could not 
be located. A final sampling of fifty-one clients were interviewed. 


Trial Study: Telephoning, 
| A Strategy Failure 


Preliminary to the collection of data for this study a disastrous 
two-week trial was conducted. As most clients had telephones , initial 
plans were made to telephone all no- -show clients and to ask permission 


| to visit with them in their sees.” G2 Ge Same time the client was 


81 the client did come for his appointment this appointment 
Sheet became the first page of his record and a | permanent record in 
the clinic files. 


Welfare in this urban area considered the 


telephone a necessity; consequently all clinic clients who were welTarg 
recipients had telephones, 


A 
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given the option to refuse the interview. | 


This approach failed ‘as a 
way to contact no-shows. The investigator presents this experience to 
illustrate that only in textbooks does research progress smoothly. In 
real life it is disorderly and at times discouraging to the researcher. 
As planned, the clinic receptionist collected the face-sheets | 
of all elients ‘who did not meet initial appointments and each week gave 
them to the investigator. Every attempt was made to contact the no-show 
client within 8 weak to ten days of the missed appointment. , 
| During the trial period nine no-show clients were telephoned and 
an appointnent requested. Three refused to be interviewed. They 
planned, they said, to call the clinic for another appointment. ‘fou 
consented. When the investigator arrived at their homes three were not 
at fiome. When telephoned again, children answered and solemnly promised 
to tell their mothers to returh the call. Two clients never did so. 
The third called to report that she forgot the appointment but did not 
want to be tatarviond and for the investigator to forget the whole 
‘thing. The researcher was unable to contact the fourth. Two other no-" 
show clients were never. reached. Repeated calls at different periods of 


the day brought no response. 


The investigator was becoming discouraged and decided that the - 


Whe telephone can become a strategic device for subverting © 
commitments. Ball discusses how difficult it is to evaluate who and of 
what status people are over.a telephone. The only cue one has is class- 
linked speech patterns. The telephone also lends itself to the use of 
an intermediary between the caller..and.the resident--in this study 

children were used in that role. It maintains client unapproachability. 
Donald W. Ball, "Toward a Sociology of Telephone and Telephoners" in | 
Marcello Truzzi (editor), Sociology and Everyday Life (Englewood Cliffs, 
New Jersey: Prentice Hall, Tic, 1968), pp. 
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clues and interactions can be changed accordingly. 


1] 


approach would have to change. The telephone is a "cool" instrument 


‘in that it deals only in verbal cues which allow for restricted infor- 


mation characteristics. The interviewer wanted more and varied 


information. To get this information the decision was made to go 


directly to the home even if this meant making more than one visit -to 


find the client at.home. The investigator thought she would have more 


control over personal face-to-face meetings. Non-verbal data such as 


facial expressions and gestures can be meer and interpreted for 


12. 


The third week of the trial study the investigator went 


directly ‘to the homes of three no- show clients” and in a face-to-face 


| confrontation requested an interviews the three consented. Apparently . 


the investigator was able to convey a more acceptable image to the | 


- clients when more modes or cues than voice were available for judging.. 


When clients were asked why they consented to the interview, clients’ 
replies included “you listen;" ‘you. seem nice," "well, you came way over 


here," "didn t look like you were from police," "guess you want to help 


the reader may think it ironic that the investigator began the 
Study by using a telephone when the telephone had not brought the client 


to the clinic or to cancel the appointment. The writer believes that an 


"innate" professional bias contributed to this choice of approach. In 
her previous experiences in public health and mental health nursing the 
telephone had been used often and successfully to make appointments with 
people in their homes. However, professional nursing experience was 
helpful in that during home visits public health nurses develop tactics 
for evaluating home situations such as noticing pictures on wall, books 


‘or magazines in the home, foods on the table, which become useful in 


judging how to approach people and gain their confidence. 


le Eace- to-face interaction is flowing process and the partici- 


pants constantly take successive and different stances with each other. 


For an excellent discussion of face-to-face interaction see Chapter III - 
in Anselm L. Strauss, Mirrors and Masks: The Search for Identity (San 
Francisco: The ‘Sociology Press, pp. 44-88. 


| 
people" and "I don't know. " This method, of going directly to the home, 
became the approach used for the study. 

The telephone- failure inetdents: illustrate. the processual 
nature of the field work method. There is a simultaneity of technique 
and data collection. An approach is planned; no data is obtained; 
mistakes are reflected upon and a different study approach is made , 
hopefully with success. | | 

Interview data from this trial period is not included in the | 


following presentation and | analysis of data. 


The Interview 


The interview was selected as the primary nethod of obtaining 
Gite, It was planned as an unstructured and open-ended instrument. 
Each client was to be interviewed only once. The decision to utilize | 
one interview was dictated primarily by concerns of economy of time and | 
| effort. The investigator did not have unlimited time and the population 
under Study was such that mr tiple interviews of each client would have . 
been very expensive, if aot impossible, in terms of available energy and - 
time. The no-show clients were persons who were not readily accessible 
: to investigators. They were persons who moved frequently, used incorrect 
addresses, evaded contacts with publics unknown to them and were 
generally. difficult. to trace. 
The use of the one intervien for data collection obliged the 
investigator to construct an Outline of interview statements which would 
provide sufficient and relevant data in one visit. This outline would: -- 
also serve as a. guide to assure that somewhat the same information would 


be collected from each client. This would help to assure some 


comparability in interview content when the investigator began the 


analysis of the data. 


Following are the statements which served as the interview 


guide. 


Circumstances under which appointment was made. 
— What did they expect of the clinic. 

Who told them about the clinic. 

Was it seen as something that might help. 


What advantage was there in going to the clinic. 
What did she think would happen. 
How did she think psychiatry would help. 


_ What were:circumstances of her not showing for the appointment. 
Did her troubles with her child continue. 
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Did she think it would make any difference to the clinic when — 


she did not come for the appointment and did not cancel. 
Did she think they might be disappointed. | 


/pinion of the appointment system. 


If she had a choice and with money as no object how would she deal 


with her child’ S 


— 


‘With the interview statements as. a ‘guide the investigator varied 


the words and styles of the statements with the client situation. 4 


13 


or add to the data in later or repeated interviews. The interview 
statements as used in this study are an attempt to adapt Schatzman's 


See Schatzman's discussion of interviewing and content compara- | 
bility as used when the researcher can return to respondents to check out © 


Suggestions to a one-interview technique. Leonard Schatzman and Anselm 


i. oP. eit, 1973, 
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uted standardized interview. The authors 
in this study, as lists of information required from each respondent. 
However the phrasing of the questions and the order in which they are 


See Richardson. et al. for clear of the nonsche- 
ee statements, such as used 


used are revised to fit the respondent. The assumption underlying such 


an approach is that this strategy allows the interviewees to define 


their world in their own words. It allows them to include topics not 


_ included in planned design. Stephan A. Richardson, Barbara Snell] 


Dohrenwend and David Klien, Interviewing: Its Forms and Functions (New > 


York: Basic Books, 1965), pp. 40-52. 
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Because clients varied in articulateness and readiness to talk, the. 
statement combined with the taking of different roles by the investiga- 
tor were helpful in prodding these individuals to talk. The 


investigator at times played the naive role. At other times the devil's 


advocate role was taken. Hypothetical situations were used to elicit 


responses. ‘Another role was as interpreter, that is, restering. what the 
client had said! 
The cnvarstin was paced by the client and all. tactics ‘employed 


“were to maximize the respondent's freedom to answer as shé wished. '® 


‘te 
an unstructured interview most difficulty comes ‘in refraining from 
: pushing the interviewee toward the points one wishes to make. If the 
investigator is not cognizant of this, she will build a bias into the 
clients’ answers by shading what. the client is tel ting: her. 

Every attempt was made not to preconceive the nature of. the | 
Client's 's reply. The ‘thteratoues S goal was to give the client freedom 
to report in her own way what had happened to her. To help her to do so 
with as ‘much clarity as possible the interviewer. probed for contextual 
or relational data. When the respondant talked about how she missed the 
— she was asked to descyibe shat that day was like, what she 
did that morning etc. This request for incident-talking helped the 
client: t describe feelings, other happenings, other concerned people 


which swirled around and within the\situation she was relating. 


a full discussion of interviewing tactics. see 
and Strauss 0 oP. cit. 1973, pp. 80-83. 


l6the 5 pronoun, her or she, is used throughout the study as 
representatives of both male and female respondents. The majority of 
the interviewees were women. 


” 
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Supporting the client in using her qin: Tanguage—form and words of her 
choosing made some difficulty for the interviewer, when words unknown to 
| the investigator were used. These words were recorded phonetically and © 
checked with the client for meaning. The context in which the word was 
“used also gave some indication of its meaning. | | 
The client was free to choose the time. sequence in which she. 
“wished to relate her story. If she talked about missing the — .. 
first and then reconstructed what led up to’ missing it, the wri ter 
fol lowed ints reverse chronology of events. All these techn tques served | 
"to maximize the client’ '; telling of her story from her perspective. 
__ There was no need to make each interview the same. Clients | 
talked about incidents in their life which on first appraisal seemed to 
have only tangential relationship to the interview. For example, a 
Bound uneducated black mother related in great detail how she was 
educating herself so she in turn could help her children with their 
“school work. While in the home the interviewer looked on this informa- 
tion as extraneous to the study but listened as an exchange service for ; 
getting the data she wanted (credit listening). Later when data 
being intensely studied this type of "extraneous" talk contributed some 
of the richest data for analysis. | ce : 
: The investigator developed snd utilized ‘the mode} statements as 
a tactic to give structure to the interview. However, as the interview. 
flowed along it became as much a function of the appearance, mood, time 
gestures and language of the client and the investigator who together 
shaped the ‘interview, as it did of the planned statements developed by 


the investigator before the visit. 
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Making the Visit 


Armed with the names and addresses of no-show clients the 
investigator went directly to the client's home. If there was no 
response after several knockings and minutes of waiting, an attempt was 
made to get information from others living in that area. Information 
gleaned helped the investigator decide on her next step. This might be 
return visits, looking up a new address or dropping the name from the 
list of interviewees. | | 
Negotiation for consent to an interview began as soon as the | 

client opened the door of her home. The investigator introduced nersel? 
as a person from a local university health center studying problems 
people have with clinics, in order to improve clinic services, and that ee 
her’ special interest was people who called clinics for ‘appointments but 


_ then were unable to come. 18 


The client was also informed that all 
information was confidential and no names would be used in this study. 

- With each request for an interview, the client was given the option of 

- refusing. For the most part the clients were ressonsive, but if a 
client showed any hesitance the investigator emphasized her connection 
with a health center. People responded more: quickly-and positively 
| 119 


"health center" than just to "university. However, the fact that the 


8 the writer carried her university student registration card as 
identification but only one client asked to see such identification. 
_ That was a Spanish-speaking father who was very suspicious of social 
| worker's and wanted to make certain that the writer was not one. 


university clinics or knew of others who had. At the time data was ~ 
collected people had respect for the university health services, | 

especially so, if they had also had experience with other public 

clinics. The university was seen as giving the best service. 
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client's child was in difficulty and the researcher offered herself as a. pak, 
listener probably expediated consent. Some data support this conclusion. 
Respondents to the knock on the door were uSually women. Most 


interviews were conducted during the daylight hours .22 


Some clients 
showed concern that the investigator might be from the police depart- 
ment or the juvenile court, for Boscia referrals of troubled children to - 
the child psychiatric clinic came from these two agencies. Stressing 
the health center affiliation, admitting to being a professional nurse , 
emphasizing that no names would be used and that data was confidential» 
and would be pooled were maneuvers used to get permission from the 
Client. Usually one or combinations of these statements plus a visual 
“examination by the client of the investigator and her car was suffi- 
: cient to allow the investigator to enter and begin her interview. al 
The investigator dressed conservatively. She wore a blouse, 
skirt and comfortable Shoes. Her car was not new and was a type not 


used by official agencies. The investigator's interest was apparent 


and real. The stories which the clients related fascinated the 


OV oung children are great door openers. The verbal exchange 


between the parent and child about the person at the door produced 
information for the investigator to use in her negotiations and also 
gave her a few minutes to decide on her approach to the parent. And 
of course, it was all data. | 


wi? eae. Mertens did ask the investigator if she was a nurse before 
she admitted to it. When one client in turn was asked why she guessed 
nurse, the client replied, "Only police, nurses and bill collectors. 
over here (that part of the 


investigator. 


The study was not done without difficulty. Many return visits 
were made to some residences before an interview could be obtained or a 
decision made on the disposition of that particular no-show client. The. 
investigator used all her skills tn: Tooktne for people, such as asking 
smal] neighborhood businesses, mailmen, people on the street for infor- 
mation. One difficult follow-up visit was the ‘case of a mother and her 
seven year old boy who had not appeared for their appointment. A visit 
| to “the apartment address ina tangs public housing development produced 
no response. Children playing in the area denied any knowledge of the 
family. Three such visits were made. On the fourth a teenage male came 
to the door. He was a nephew of the woman who lived at the address and . 
had come that day to collect the welfare check. _He reported that al 
prospective patient was staying at his ‘home and that Me mother was a. 
patient in the county hospital. Why, he did not know. A visit to the 
hospital revealed she was on the adult psychiatric ward. ‘The inyestian 
‘tor obtained permission to “9s with the mother. - The mother remembered — 
that she had had a clinic appointment and that. ‘she had missed it because 


of her own hospitalization. She had made no arrangements to cancel the 


% 


ery a problematic Situation such as exists when one is trying 
to gain entry to another's home when neither is known to the other, the 
investigator was pushed to use intuitively'all the skills she had 
learned during her years of public health nurs ing. In conceptual izing 
how she planned her entry to homes, Goffman's concepts on performer's 
fronts were useful. He proposed three standard parts to a front: First, 
the setting--background items. such as furniture decor, cars are in- 
cluded in this section; second, the appearance of the performer--such | 
items as clothing which may give an indication of social status; and 
third, the manner of the performer--all things which tell the observer 
the role the performer will play. The writer presented herself as 
_ listener, keeping her talking to a minimum. Erving Goffman, The 


Presentation of Self in Everyday Life (cerden City, New York: "Doubleday | 
and Company, Inc., pp. 30. 
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appointment. 

“In another Situation the investigator was stopped from inter- 
viewing one client by the brother, a professed member of a militant 
Black group. He said that Blacks were tired of being studied and 
refused to allow his Sister to talk with the investigator. And the 
sister didn't. 

The interviews were conducted in the clients' “homes with the 
exception of two, one of which was conducted at the mother S place of 
_ work and the other on a hospital ward. Interviewing in an ordinary 
social setting as the home the investigator could not help but observe 
the home environment, relations among people in the home, other 
incidents occuring in the home concurrently. Such observations added 
data to that obtained by interview. | : 

: The interviews had no structured length. Some were almost four 
hours > iow, Two were Fifteen minutes. During the interview brief 7 
notes were taken. If the clients wished to see these Otes they were ; 
allowed to examine them. Some clients did. After driving a short 
_ distance from the home die eutas were enlarged. upon and filled in with 
data obtained. by observation. mM note taking was for the purpose of 
stimulating recall for more extensive descriptive field recordings. 
The investigator’ S experiences in locating persons were recorded 
on considered as data. Location of, types and conditions of no-show . 
clients’ residences and their accessibility were noted and became | 
criteria for social class. Locating middle class persons ‘contrasted 
sharply with locating lower class persons. The middle class had rela- | 
tively stable routes and, even if they-had moved or were not at home, 


their whereabouts were of public documentation. Such vast differences 
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in social class and life styles indicate how difficult it is to make 
social arrangements by which persons of different backgrounds can plan 
to meet and expect such a promise to be fulfilled. | 


Unable to Contact: The 
Lost Twenty-four 


Of the Sy no-show names given to the interviewer by the 
clinic, twenty- -four, approximately one- third, were never located or 
interviewed. Seven of the potential clients had given | addresses to the 
_ clinic which did not exist. Repeated attempts were made to visit nine 
- residences. ‘Although some of the homes located looked abandoned, 
‘children in the neighborhood denied that they were but refused to talk 


about the. people who were supposedly there. a3 


Six of these nine homes 
had telephones which were disconnected. Two families were finally 
eeaches by telephone and readily agreed to an interview but when the 

investigator arrived there was no response; just a silent, dilapidated 

~ house. No contact was made with the ninth no- -show. 
Eight no-show families, as reported by neighbors, had suddenly 

moved from addresses which they had given to the clinic. | Some neighbors 

were reluctant to talk about their ex- neighbors but some vividly : 

| Coser ibed what had happened. As one young. Black man told the 


gator, "Gone back to Mississippi cause the kids were humbuggin (Fighting) . 


ee all. the time. Their mama didn’ t dig the big city. She was saved--into 


religion. You dig? I am running it down (explaining) for you." 


23the investigator was careful not to define a house untohabited 


without a careful appraisal. Pagt experiences as a public health nurse 
had proved many times that a nowt which seemed on first appearances to 
_ be impossible for anyone to ) ive within were indeed ‘inhabited by 
families. | 
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All the no-show clients who were not located and about whom no 
information could be elicited had addresses in that area of the city 
where homes and apartments were deteriorating and the general ecology of 


the neighborhood was distinctly declining. In these neighborhoods the 


investigator often had difficulty in collecting information from neigh- 


. bor ing homes about the clients she was tracing. This may have been an 


effort to protect thé absent neighbor or a function of urban society in 
that neighbors attend-very little to one and another. 
Table I. 
RESUME OF FOLLOW-UP ON EIGHTY-ONE NO=SHOW CLIENTS 
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___Nunber 
Personal interview with an family or 
person responsible for the child 50 
Telephone interview with immediate member of the 1 
toved from address given to the clinic with no known : 
forwarding address | 
No address existed as that given to clinic a 
No response to repeated acheapes to visit or telephone 9 


Refused interview 


by telephone - 
face-to-face refusal - 4 3 oe 6 


The Clients Who Refused — 


When approached for an interview, six no-show clients refused to 


talk with the investigator, four in face-to-face interaction and two by | 
telephone. The two telephone refusals were made by women living in 


: upper-middle class areas of the city. Neither had responded to visits 


| 


' 
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to the home. When telephoned, they each reported that their child was 


under care of a well-qualified private physician. They indicated that 


the child's problem was a personal concern and that the original 


referral to the Child Psychiatric Clinic had been an error, COnSeQUARET? 


" saw no reason to participate in the study. 


Two women , one living on welfare and the other working “as a 


secretary refused to be interviewed because the child who had been 


referred to the clinic was no longer in their custody. The first 


mother had lost custody of her child to her husband who now was. living 


‘in another state and-the second mother said that she did not care eae 


talk about something over which she no longer had control. One refusal, 


referred to earlier was the young Black man who refused for his sister. 
The last to be accounted for was a refusal by a husband. He reported he 


knew nothing of the clinic appointment but would tell his wife to call 


_ the investigator. When she did call she refused to be interviewed under 


her*husband's 


After the Visit 


One. interview was done per day. This scheduling of interviews 


was somewhat motivated by time and effort in finding more than one 


family per day. However , more important was the investigator's concern 


with the completeness of the data. One interview per day would Mip 


avoid interfering effects one upon another. Also the investigator's 


recall would be diminished by more than One visit per aay 2 and conse- 


quently the completeness of the data. 


After the visit the investigator returned to her home and typed 


field notes in narrative form. This chronicle. immediate after the 


m 
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experience, focused on keeping the memory of what had happened--a data 


storage. Analysis was another problem. (See Appendix C for examples 


“of field notes.) | 


Transcribing data into descriptive form preserves what has 
happened for later study but presents the reader with a large amount 


of involved and cumbersome material to’ peruse. An immediate initial 


— organization of the data is macESSarY. if the data is to be used with \ 


any economy of time and effort. 


investigator experimented with several coding. satterne. One 
was concerned with dividing data into methodology , theory and field- | 


24 


enote watertal categories. This eéding gave conceptual leverage to the 


data but gave the investigatar little help in developing insights which 
would be helpful to the professions. Another approach, wnich 


gave such leverage. to the data was’ the use of concepts from the sub- 


: stantive area of Sociology, such as social class, race, education, age, 


“Tanguage. 


By way of example, teenagers in lower class families were 
responsible to get te the elinte for an. appointment. and ir at home during 
the interview took responsibility to talk with the investigator about | 


why they did not keep the appointment. The middle class parent of 


: : 2aThis method of coding had been suggested to the writer by Dr. 
Schatzman when the writer was working on the initial social psychiatric 
study. It worked well for that study but contributed little to the. 
analysis of this Study. There are many articles and books concerned 


with sociologists’ experiences with field work methodology. The writer 


recommends for information on difficulties in recording and analyzing of 
field work notes and for strategies to use in doing so: Schatzman and | 
Strauss, op. cit., pp. 94-106 and Blanche Geer "First Days in the Field" 


in Phillip E. Hammond Sociologists at Work: Essays on the Craft of 


Social Research (New York: Basic Books, ~Inc., 1964), pp. 322-45. 
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teenagers talked with the investigator and took responsibility for not 


keeping the appointment. 


Another class of data consisted of incidents and descriptions of = 


events which dealt with psychiatry and the appointment system. One 


illustration was the parents who reported that they failed the appoint- 


ment because "once the school heard we had an appointment they were off 


our backs"--the ascribed motivating factor for making the appointment. 


being to placate the school and not to relieve an emotional problem. 


Any observed aes among Family members or subjective reactions 


of the investigator were noted. The latter two classes of notations © 


served to highlight other data categorizations. 


Thus, as the study proceeded, data was constantly and closely 


“scrutinized for patterns, anecdotes , incidents, concerns of clients-- 
the: essence of the data, personal meanings of experience to the clients. 
, Similar and dissimilar incidents were compared. Variables which 


~ occurred frequently were transciibed to cards and the cards coded for © 


interviews in which they occurred.°> 


for variation in the data. Questions were asked of the data, themes 


introduced and themes dropped. 


The final analysis was done after all the interviews were 


OOF ew memos were written. By memos is meant narrative state- 


ments written with no restrictions on writing style or grammar in which 
- ideas from and about the data are allowed to flow. The three sociolo- 
gists, field work researchers themselves, with whom the writer had 


contact, all recommended the use of memos and used them in their own 
work. However, the writer had successfully used cards in a previous 
study and so tried this technique again. When actual writing of the. 
dissertation began, the cards were limiting, memos ‘would have given 


organization to the writing. In retrospect the writer recommends the 
use of memos . 


Short notes were written accounting 
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oe VIOW could then be easily compared with another. In rereading and | 
-rerecording of data a welding process took place and the actual writing | 
of the dissertation began. 
One of the most pressing difficulties in use of the field work 
method. is presenting the data in an abbreviated form so that the reader 
can judge what the researcher has or has not accomp1ished. A systematic 
technique for dealing with this problem must be worked out early in the 
study if any generalizations and findings are to be made from the study © 
data. ‘The author has attempted a description of how this took place. 
| Also methodological issues of reliability and validity in field work 
must be judged from the description of what the researcher did. 


am - The presentation and analysis of data follows in Chapter III. 


a completed. - It consisted of transfering all the data to huge sheets of 
paper with the aforementioned coding as an organizing base. Each inter- 
= 


; failing to keep and to cancel their initial clinic. appointments. 


CHAPTER III 
PRESENTATION AND ANALYSIS OF DATA 


To a limited degree some data were analyzed during the © 


~ process, of data collection and were presented with the exposition of 


the methodology in Chapter II. This chapter presents a summation of 
the investigator’ S interviews and analysis of the circumstances under | 


which the clients were referred to and subsequently made an appointment 


3 with the child psychiatric clinic, and an analysis of the client's. 


re perspective on why he or she failed to meet or call to cancel the 


appointment. 


THE NO-SHOW CLIENTS 


Incidence of No- Show. Clients | 


paring the slaven months of data collection names of eighty- ‘one 


_ clients were given to the ‘investigator by the clinic personnel as 


The 


number of clients neglected their appointments Yanged ‘from in 


duly to “a nigh of fourteen ‘arian May. During each of three months, 


‘The collection of data began the first of January and continued 
through July. During the month of August no data were collected. Col- 


lection began again in September. Because the clinic did not retain 


records of no-show clients there was no method by which the ihe lap 
could predict which month would have the least number of no-show clients. 
Clinic personnel reported August "the slowest month of the year" and 
clinic records supported this, so the investigator judged August to be 
the best month for her vacation, | 


~ 


i 

February, April and December, nine clients did not meet or make contacts 
with the clinic regarding their appointments. Eleven clients missed 
their scheduled clinic appointments in June. Every one of three months, 
January, October, November produced seven children and their parents or 
Surrogates who disregarded their initial clinte interview. In March 

five and in September three clients did not follow through on their con-. 
~~ tacts with the clinic. . 

The monthly variations in. number of no-show clients can be 3 
related to school events. tabarvien data supported this ‘observation. 
Among the no- ~show clients and also. among all clinic referrals the school 
was the agency which referred the majority of clients to the clinic. 

; April and December each with a holiday, Easter and Christmas respectively, 
accompanied by school vacation provided no-show clients with a bemporary 
release from school pressure. The. _summer vacation of three months 
allowed the parent to escape the school" 5 follow-up on referrals made 

in May and June. Many parents thought the troubled behavior for which 
their child was being referred to the clinic was school-related and 
would disappear during the summer. In February the school routine in- 
cluded a change of teachers and classrooms. Two mothers did not keep 
appointments in February believing a new room and new teacher would : 
@lieviate the child’ s problem. Their thinking was that the teacher was 
at fault. Other happenings related to yearly activities which had a 
higher priority than the clinic appointment were getting ready for 
holidays, e. +9. Christmas and Easter. 


& 
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TABLE I 
FREQUENCY OF NO-SHOWS AND NOT LOCATED 


Month | Located Not-located 


January 
February 
March 
April 

May 

June 

duly 
August 
September 
October 
November | 
December 


The following anatysts of data applies only to the Fifty -one no- 


show clients were located and interviewed. 


Social Class of Interviewees 
Following each 7 nterview and while in the process pf recordi ng 
field notes the investigator noted each client's social position. 
_. Indices such as location of residence in the city, type and condition 
of residence, educational level of parents, how ‘income was derived or 
type of work in which fant ly members were engaged. were used to assign 


each no-show client of three broad socioeconomic groupings.* 


“The investigator based this molar. grouping of families into 
three classes on Hollingshead and Redlich's study of social position 
_ using their three factor index as a measure of social class. Education, 
occupation and residence form the basis of this scale. August B. 
Hollingshead and Fredrick Redlick Social Class. and Mental Illness, New: 
York: John Wiley and Sons, 1958. Only three classes were necessary | 
for this study--there were no clients from the two upper classes. 
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One aggregate of unskilled, unemployed or on social welfare, 


living in old, poorly maintained or public housing, with grade school 


education were primarily non-white. The second: aggregate, skilled or 


white-collar workers ; with some high school level education, living in 


housing where some attempt was being made to maintain it were named 
the lower middle class or laboring class. There were thirty-seven and 
seven clients respectively in these two classes. The middle class, __ 
numbered seven and included white collar workers and professionals, 


persons owning businesses, some with college education, persons owning 


their own homes or living in well maintained or new rental units. 


. There were no no-show clients above the middle class. 


- The following vignettes based on the data | provide typical 


_ examples illustrating the ures social groups. 


Lower Class 


A young black woman with four children, recently. moved from 
Mississippi to the city to locate the father of her children, 
resides in dilapidated public housing constructed during World 
War II. The apartment is sparsely furnished and has no 
heating system other than the kitchen stove which is also used - 
for cooking. She has no economic resources other. than the Aid 
to Dependent Children. She has not located the father. Her 
only skill in the labor market is housework, having completed 
only four years of grade school in Mississippi. She owns no | 
car and is completely dependent upon arrestee and infrequent | 
public transportation. 


Lower Middle or Working Class 


The Mexican-American family consisting of six children and the 
two parents live in a five-room flat in a section of the city 
- which‘twenty years ago was the middle-class residential section 

but in recent years has become the home for new immigrants 
primarily from Spanish speaking countries. The parents 
immigrated from Mexico about fifteen years ago and are United 
States citizens. The. father is employed as a farm hand 
at a truck garden and also part time as clean-up man at a smal] 
liquor store. The flat is clean and neatly furnished with a 

_ mixture of American and Mexican items. Flats in this area are 
owned by non-residents but are fairly well maintained. Both 
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parents attended school in Mexico, a fact which they mention. 
with pride. Both speak English fairly welt. The mother does. 
not work outside the home.. res 


Middle Class 


Parents of the child referred to the clinic are both h college 
graduates. They have recently divorced. The mother lives 
with three children in a single residence which is well 

“maintained and well furnished. The home is located in what 

is considered the white middle-class section of the city. 

- The mother's younger. brother lives with her to defray 
expenses so that she might retain ownership of the house which 
she and her former husband had purchased. The mother receives 
financial support from her ex-husband and when the children 

are "emotionally adjusted to the divorce" she plans to return 
to the work for which she prepared in col lege. 


‘2 DATA | 


The following presentation is derived from an analysis of — 
‘interview data from the fifty-one no-show clients who were located oe 
and interviewed. Alt. reflects the clients’ perspectives on the circum- 
stances of the referral to the clinic and the process of making and not | 


_ keeping an institutional promise, the appointment. Each of the two. 


sections outlines an interpretive summary of clients' perspectives for 
that particular area. The two areas are: ‘circumstances under which 
the appointment was made and circumstances under which the: appointment. 


was not kept and was not cancelled. 


: Circumstances Under Which Appointment Was Made 


The purpose of this section is to report the clients' perspec- | 
tives on who told them to contact the clinic, on the waiting period for | | | 
2@ 


the appointment, on what they expected from the clinic, and on why they 


were referred. 
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Source of Referral 


The child and his/her parent who made overtures to the child 
psychiatric clinic usually did so following referrals from other public 
agencies, such as schools, welfare agencies, public health departments. 


Referrals were also constrained by the Youth Guidance Center and the ~ 


- Juvenile Court, the city's legal control agencies of delinquent youth. 


Seven youths were referred from these two agencies, five and two 


respectively. Welfare and Apc? social workers suggested eleven clients | 


contact the clinic. The largest number, twenty, were referred by the 


schools. Public health department nurses referred four children. to the 


child psychiatric clinic. A general medical clinic, and adult mental 
health center, a pediatric clinic, and. a private: physician each referred — 


one client. Two parents contacted the clinic without referrals. ~ Two 


adolescents called the clinic and named themselves as sources of referral. 


One referral originated with a parish priest. Middle class parents were 


4 


referred by schools, a private physician and by self. See Table II 


3the initials ADC indicate the federal-state program for helping 
chiidren entitled Aid to Dependent Children. This abbreviation, ADC, 


will be used whenever that program is referred to. © 


referral pattern e.g. the lower class patients being. 


referred by other agencies while middle class patients are referred by 


physicians and by self was pointed out by Redlich and Hollingshead in. 


the 1950's. Frederich C. Redlich, August B. Hollingshead, and 


Elizabeth Bellis, "Social Class Differences in Attitudes Toward ~ 
Psychiatry," American Journal of Orthopsychiatry 25 (January, 1955): 


. 63. Since that time many studies, as aoes the: study reported. here, 


support this — 
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TABLE II 
SOURCES OF REFERRALS OF NO-SHOW CLIENTS 


Agency Number of Referrals 


Schools 

Public 18 

Parochial 2 
Welfare and ADC — Social Workers 
Youth Guidance Center 
Public Health Nursing 
Juvenile Court iii 
Parents 
Self Referrals 
General Medical Clinic 
Mental Health Center 


_ Private Physician | | 


— 
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oF the Fifty- one clients who: called the clinic for appointments 
“only four reported that they did So because they were motivated by self 
“help. Even. so, of these four the two adolescents disclosed during ‘their 
~ interviews that they had been referred to the clinic by other agencies 
but thinking that the clinic would be more receptive to self referrals 
they named themselves as referral agent. They did not intend to follow. 
through on ‘the appointment but saw the appointment as a method, in one 
case, of tas the juvenile court action against them tis cbevance and 
| in thé: other, as a method of getting an abortion. ‘They did not intend 
to keep the sencinienat nor did they see the clinic services as helpful 
. & them. The we seks of parents, who were self referrals, were 

3 university graduates. They were knowledgeable of psychiatric Ideology 


and used psychiatric termina! in explaining why they had called for 


59 
an Both families were in financial difficulty, thus the 
use of a public clinic. | 

The investigator has identified one source of referral for each 
client, the one which was given to the clinic when the parent called for, 
an appointment. ‘But interviews with the no-show clients revealed that 
‘the process of referral to the clinic was much more involved than one — 
agency's suggestion to contact the clinic. In many instances more than 
one agency was involved in the referral process. The child who was a 
behavior problem at school might also be involved with the police and in 
turn the juvenile court. Social workers trom various agencies, public 
neath nurses and teachers might all simultaneously refer the child to 
the clinic. Many of the clients in this study were embroiled in 
balancing the prescriptions of many and various agencies. Following 
their directions and keeping the goodwill of the professionals was an 
essential to some of the no-show clients because of economic dependency . 
on social agencies as is the goodwill of an employer to the working 
person. For the no-show client financial rewards were dependent upon : 


that goodwill. 


Waiting Period for the Appointment 
Once the parents felt motivated or pushed to call the clinic 

for an appointment they were given a definite appointment date during | : 
their initial telephone conversation with clinic personnel. The clinic 

records indicated that there was a delay from the time of the initial 
telephone call to the day of the appointment of three to twenty-two wt 
days. Clients who waited over five dave hea vague remembrances of the 
delay, describing it as "a long time," "weeks and weeks." For less than 
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first interview. 


60 
a week's delay, clients said they got the appotntnent “wight away," 
"too soon," "a few days" or would describe the waiting period by 
CSTESEN appearances | such as, "I called the clinic on Monday , Bobby got 
the flu. on ‘aeseeay and Joan on Wednesday and then h 20Y did I have it on 
Friday the day we were suppose to go." ; 

Interviews with clients revealed no specific reaction 5 ae 
waiting period with the exception of one middle class mother who sought 
private care because of the delay. She. indicated a preference 
private care and sould have used that type of care even without a delay. 


The tengtn of time between the initial telephone contact and the 
initial appointment did ‘not disturb the lower-middle and the lower 


class no-show clients. Some were relieved to receive an appointment 


in the’ future. ‘They had no intention of keeping it. Numerous studies 


report that clients lose interest in treatment after being placed on a_ 
psychiatric waiting list. Gould, -Paulson and Daniels-Epps found that 


there was no correlation between show/no-show client rates and the 


length of time between the first telephone call to the clinic and the 


6 Among ‘the clients interviewed for this study, there 


Morton Freedman et al., "Dropout from Outpatient Psychiatric 
Treatment," American Medical Association Archives of Neurology and 
Psychiatry 80 (November, 1958):657-66; A. E. Raynes and G. Warren, 


"Some Distinguishing Features of Patients Failing to Attend a Psychiat- 
ric Clinic After Referral," American Journal. of Orthopsychiatry 41 
(July, 1971): 581; Betty Overall and H. Aronson, "Expectation of — 
Psychotherapy in Patients of Lower Socioeconomic Class," American 
Journal of Orthopsychiatry 33 (April, 1963): 421-30. 


SRoger Gould, Irene Paulson, Louis Daniels- Epps, "Patients Who 
Flirt With Treatment: The Silent Population," American Journal of | 


Psychiatry 127 (October, 1970):166-71. 
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did not seem to be any loss of interest or resentment of the delay in 
getting an appointment; the reasons for not coming seemed to lie more 
within the applicant's subcultural life style. These reasons will be 


discussed later in this chapter. 


TABLE III | 
WAITING PERIODS FOR INITIAL APPOINTMENTS 


No. of days of waiting No. of patients who waited this period 

5 
= 

. 3 
4 

11 . 
14. 
15 
20 2 


Expectation of the Clinic | 

7 During the interview with the parents the investigator attended 
to the no-show client's expectation of the clinic. Interviewees were 
‘most eager to explain their "side of the story." All seven middle» | 
class parents were knowledgable of psychiatry and/or had had personal 
experience with some form of psychiatric treatment. They were able to 
describe their expectations of the clinic in: terms of talking with pro- 
_ fessionals about their troubles, having their child tested by 
“psychologists, being interviewed themselves by psychiatrists while 
their child was being evaluated through play therapy. Their expecta- 


tions were quite "real," professionally speaking. | 


‘ 
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The Tower and She Tower-widdle Tass clients did not understand 
or agree with the referral agency that their child's behavior was such 
that they should be referred to a child psychiatric clinic. Because of 
this viewpoint, | an expectation of how the clinic functioned had been. | 
given little thought. Their perspectives on psychiatric help had been 


gained from watching television or from personal experience with someone 


~ who had- been defined as crazy and committed to a public mental hospital. 


Of the forty- -four in this group eleven or one- -fourth had had some 
experience with psychiatry. some of these contacts had been while 
serving in the arwed forced, The parents who had had experience with 
crazy persons did not see their child as such and if they were television 
“watchers they did not understand now sitting and talking would be of any 
help | to their child. They had tried that themselves and failed. 

lo lower-class or middle-lower class client had a concept of the | 
child psychiatric clinic as a place of eréninent for a troubled family. ye 
Their ‘expectations of the clinic were formed of their knowledge of 
+ psychiatry and their experience with it either first hand or through 
others, or by television. But whatever the perspective or expectation 


of the clinic none kept their appointment or called to cancel that 


appointment. 


‘The Why of the Referral 


The discussion which follows pursues the process of referral by | 


exploring the reasons given for ‘referring the child as understood and 


reported by the parents or the person making the appointment at the 


. 
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Retardation. Parents contacted the clinic in regard to the 


school's concern with their child's slow learning. One parent reported 


that the school thought her daughter was "slow and needed an exam of | 


_ her ‘héad:" Another-reported that. the school had said that her child's 


"brain waves were wrong and needed checking." Of the six children 


referred to the clinic because of slowness in school only one parent 


agrees that the child had a problem. That parent described the child 


as "had. been dumb all her life. " The clinic received these referrals 


because it functioned as a gatekeeper to the State school for handi- 


capped children, The clinic evaluated mentally handicapped children 


and made recomendations about their need for treatment and for institu- 


tionalization at the state schools 


Delinquent behavior. Most delinquent behavior came to the 
attention of the parents through the legal system. The child would be 
arrested for stealing and taking drugs and/or selling drugs. The 
juvenile court judge or the youth guidance cateD Gacial worker would 


refer the child to the clinic. Lower class parents looked on this in 


two ways: they welcomed the police in helping to control their child 


or they thought the arrest was unfair, a function of police bias against. 


Groups of which they were members such as Blacks. 


Interpersonal problems. ‘Three children were referred by the 
7 


schools for not making friends at school and not talking with others. 


_ The lower class mothers of these children did not see this behavior as 


a problem because, as they reported, the "kids" talked at home and had 


friends in the neighborhood with whom they played, fought and yelled at. 


Disruptive behavior. This behavior ran the gamut from "wetting" 


| and "banging his head against the wall" to "fights and hits other 


, ‘ 
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children all the time." Most of these referrals were from schools 

and from social workers who visited in homes and noted the unusual 
behavior. While upsetting to the professional, the behavior was not — 
always so to the parents, with the exception of a middle class parent 
who saw constant fighting as a symtom of an emotional problem. Fighting 
with other children was not of concern to most parents. They saw that 
as normal in the growing- up process. “Some of the behaviors identified 
by professionals as troublesome also concerned the lower. class parent 
such as, running away, not attending school. 


| Reading and Language Problems. Parents were ‘made aware of 


_ reading problems by the schools and called the clinic for help. 

| The problem of reading was identified separately from retardation. 

: Clients knew that their child needed to learn the “Janguage words" ane 
to read if they were to continue in school. Of all the reasons for 
referrals this seemed to be one which lower class clients agreed ‘that 
their child did need help. Why the child psychiatric clinic puzzled é 
them. They thought the school was the logical place for such help but — 
called the clinic when the school suggested they do'so. 


Emotional problems. ’ One middle class parent who called the 


clinic. was concerned that her child did not feel loved. ‘One cennnuay 
called stating that she wanted to “work through" an emotional problem 
for which she received an appointment. She used the appointment as 
evidence of her intention to get. psychiatric ne\Ds- a necessary step in 
process of getting an abortion at the city clinic. _ Another parent, 
| again a middle class parent reported that her son had had emotional 


problems all his life, and she did not know what to do for him. 
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No Tower or lower-middle class: client asked for an sopetatnent 
to help their child or/and themselves for an “emotional problem" they 
may have been referred by an agency using that terminology but the 


client transcribed those words into words which described the problem 


as they saw it. 


Physical condition. There was one referral made on the basis 


of a physidal condition (presumably psychosomatic)-~"stomach trouble," 


a referral from a doctor. 


The majority of the reasons given by agencies for referral of 


_ the child to the clinic were not in agreement with how the parents saw 
the problem. . Behavior, such as thumb sucking even when done in school, 
‘was not a problem to parents. Parents called for appointments on the 


: recommendation of the schools, even though they themselves did not see 


the behavior as deviant, because they aid not want their child "thrown a 


out of school." Being aggressive is an example. This behavior was seen 


as functional to the child in certain neighborhoods of the city but was | 
particularly bothersome to the schools. | 3 
Child psychiatric clinte professionals remarked that referral 


of children with problem behaviors, such as some of those listed above, 


did not seem appropriate to their clinic treatment program. Getting 


reterral agencies. to understand the type of problem for which they could 
help a child was one of their biggest work problems. The clinic carried 
on a program of consulting and educating the other communi ty agencies 


about children they Saw themselves as able to help. The problem was 


— that eitenis such as these discussed in this Study are often. made by 


agencies because the student is. Violating social norms , the "ceremonial 
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is in the sense of having thought or emotional disorders. 


rules of social intercourse" as Goffman characterizes them and are not 
| 
Public clinics, such as this child psychiatric clinic, are 


selective sociologically speaking of clients which they include for 


service. Rationalization and specialization of health care services = 


do not allow health agencies to be organized to handle every kind of 


problem. Agencies must necessarily exclude those clients for whom 


_ they have no established treatment or practice, remotely related to 


the problems presented by the clients. Such clients are referred on 


_ to other agencies, which might include services needed by the client 


as integral to their agency operation. Thus, in urban areas such as 


the one in this study, a social network of agencies inst itationaT ly 


select clients and send clients. ‘on to other agencies. 


Under Which the Appointment 
not Kept or Cancelled 


This discussion speaks to the no-show clients' descriptions 
of why he/she did not keep the appointment commitment he/she had made, 


an institutional promise. Main categories of circumstances were based - 


» on content analysis of the clients! perceived happenings. They are: 


the problem did not persist; intervening conditions entered into the 


hierarchy of problems; the interest and influence of significant others; . 


and perspectives on what help a client expected and would have liked. — 


Teor a discussion of rules of intavcoursd which maintain 


‘ceremonious occasions such as dress, introductions, etc., and how they. 


are maintained and broken, see Erving Goffman, Iteraction Ritual: Essays 


On-Face-to-Face Behavior (New York: Doubleday and Company, Inc., 1967), 
PP- 5-45. 
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Problem Did Not Persist ° 


The parent called. the clinic for an appointment because he/she 


had been told or became aware themselves that their child had a problem. | 


For most clients the presenting problem existed as concrete behavior, 


such as hitting the head against the wall. In psychiatry this | 


behavior would be categorized as a symptom. For the no-show client | 


when the behavior did not persist the problem was no longer present be- | 


cause the troublesome behavior itself was the problem. The following 
paragraphs illustrate this and are abstractions from the data. 

| Seven-year old T lived with his grandmother during the school ~ 
year, but when — vacation arrived he joined hits itinerant farm- 


worker parents in the agricultural fields. T's grandmother was told by 


his school teacher to take T to the psychiatric clinic because "he wets 


himself when he's upset in school." As the grandmother explained, "he | 


don't wet at home except when he's up late and drinks.a lot. He'll 


outgrow it. He don't needa doctor now. Schools out soon--then he 


goes to the farm to Stay. ‘He grows and he don't wet then." The grand- 


mother described the problem as one that would not persist after the 
school year was completed. She predicted that he would mature during 
the summer and the problem would disappear by virtue of normal growth. | 


Five parents Saw norma] growth and development resolving their child's 


problem. ‘These perspectives on the problem resolution were predictive 


and based on the folk knowledge each parent had on child growth and 


‘development. 


A seventeen-year old girl from a small rural community came to 


the city for an abortion. Medical permission was gotten for the 


abortion with the constraint that she make a psychiatric clinic 
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appointment and after the abortion receive counseling. The girl 
; negotiated an appointment for herself but did not appear for it. The 
-dnvestigator found and interviewed her in one of the city's old 


residence hotels. Her tiny room held a bed, a cabinet for her clothing, 


and one window opening on a brick wall. The bath was “detached,” 
meaning down the hall. She was lonely snd happy to talk. She reported, 


"IT just want to go home to my parents. IT want to leave as soon as the — 


doctor says I can. I got the appointment cause I had to get 


permission for the abortion, but now I don't want to go and I am not 
going to. I only want to go home. " she had acted as her own agent in. 


getting the abortion; she felt herself to be quite mature and cies she 


| certainly. didn’ 4 need help from a psychiatric clinic. She had accom- 


‘lished what she had come to the city for. Now she wanted a contracep- 


tive device so she. would "not get caught again," and then to go home. 


Mr. J called the clinic for an appointment when he could not 


get his daughter to talk with him about a weekend she had spent with 


her boyfriend. The father feared a pregnancy but the girl would not 


_ discuss the subject with him. The father remembered the school social 
| worker's description of the clinic as a place where people talked to 


_ doctors, SO when he needed help he called for an appointment. He 


believed that the clinic doctors ‘could make people talk when they 


‘didn' t want to." However, when his daughter's menses appeared before. 
_ the clinic appointment, neither father nor daughter shied for the | | 
7 appointment. For the father the problem was resolved when he had proof ; 
there was no pregnancy. The original referral by the school was’ for 
disruptive behavior in the classroom and was not considered a problem 


by either parent or daughter. 


69 


_OF fhe no-shows one-fourth 
- directed responses by stating the problem had gone away or predicted 
that it would do so in the near future. All were lower or lower-_ 
middle class Three different viewpoints were taken on Tam 
resolution: there would be a change in the environment of the child | 
e.g, the passing of their child to another orade where having a differ- 
ent teacher would resolve the trouble. The second was that natural — | 
ae: maturing of their child would resolve such "wetting," “shy 
and not talk." The third was resolved through change in physical status, 
such ag beginning of menses, abortion completed. ee | | 
ge In contrast to these viewpoints the psychiatric theory with a 
| etiologic and avolutionary emphasis defines persistence of the present 
— problem as irrelevant. The underlying cause of the present problem 
: will cantfest itself later in some other behavioral difficulty if | 
counsel ing or treatment. is not undertaken. For the client the persist- . 
ence of problem is a function of the constancy of the present difficul- 
ties. If he experiences the problem a8 80 longer existing or predicts 
(ts disappearance in the future he/she does not show fop the appointment. 


Intervening Conditions Enter 
into Hierarchy of Problems 


There were many reasons, which were labeled intervening con- 
ditions, given for not. meeting appointments. Some were concexnnd wid 
health problems of other members of the fami ly--no one to care for an 
il] child if the mother left home or the mother herself was ill. Two 
‘middle class women described their own emotional upsets as being 
related to their child's problem and subconsciously intervening with 


getting to the clinic. 
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One woman, a recent emigrant from Latin America was not allowed 
by cultural custom to go on a public bus unchaproned. The aunt who had 


been scheduled to go to the clinic with the mother was called on an 


_ emergency to South America, Teaving the mother unchaproned and not able 


to come to the clinic. Five parents could not request time off from 
their work to visit the clinic during its eight to five daytime schedule 
without jeopardizing their jobs. Qne lower middle class mother , upon 
seeing the area of the city in which the clinic was located, would not 
get out of. the car and imperil what she thought to be. her own and her 
child's safety. Two women busy preparing for Christmas or Easter, Just 


didn't seem to think the clinic appointment sufficiently twpor tant to 


upset holiday preparations. One mother was hospitalized on a psychiatric | 
ward. In another Family the troubled child had been admitted to a 


state hospital as mentally.i11. Another child was sent out of state to oe 


visit relatives to escape juvenile court proceedings against her. Two 


clients had attended another clinic where they had been serviced to 


their satisfaction. They were very surprised when the investigator 


appeared on their door-step asking why they had not kept the appointment. 


Mrs. G, on welfare, carefully followed any suggestions given 


by agencies in order not to jeopardize her welfare payments. When the 


welfare worker suggested she call the child psychiatric clinic to help 


her with her hyperactive son she did so immediately. When the investi- 


gator visited her she was completely surprised and frightened that she 


had not kept the appointment. She showed the researcher the medicine 


she had received at, the clinic she attended and reported that "i 


~ settled Johnny down." The medicine label indicated that it was a mild 
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muscle relaxant and that it had been prescribed by a subTiC pediatric 2 
clinic on the same day of her child psychiatric clinic appointment. 

Mrs. G had attended the wrong clinic without she or the clinic being 
aware of the error. Her son had been seen and given treatment. | 
Mother and son were both -happy and satisfied with the inmediate - 

address ‘to their problem. 8 | | 

Six mothers reported transportation problems such as three 

different buses to ride to the. clinic and a ride of twenty to forty 

minutes on each bus. When one bus was missed and their tightly : 
scheduled itinerary broken, they knew they would be late for their © 
appointment so they didn't attempt. to go or call the clinic. | 

| , Seven clients stated simply they "had forgotten to go." The 

one middle class mother .described the "forgetting" as part of the 

. family and the child's problem. . "My way of denying," was her explana 
tion. Intervening conditions were named by path middle and lower 

class clients as impediments to keeping appointments. But only for 

the middle class clients were they defined as part of the e problem, that | 


is an emotional ‘Problem. 


Sone can speculate on the value that clinics place on appoint- 
ments when an individual without an appointment can be served without 
advance notice. The investigator visited the pediatric clinic and 
asked the receptionist if it was possible for a client without an 
appointment to get treatment. She shrugged her shoulders and said, yes, 
if someone doesn't come in she fills in appointments with other clients 
who might drop in. It's no problem for the clinic personnel when 
the case is not complicated and there is no need to get a record from 
the central record room. This incident evidences how the appointment 
system is used by health care personnel who serve lower income persons. 
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Interest and Influence of © 
Significant Others 


In the context of this analysis, significant others are defined 
as social agencies and people acting in behalf of agencies. These 
~~ agencies such as schools, public health departments, juvenile court, 
youth guidance center are those who have contact with children and | 
their parents with consequences of gain or loss (punishment) . -Inter- 
views with parents indicate that the pressures these agencies bring to | 
£ bear are crucial to the client's making and keeping an appointment. 
| + <urn parents and their children utilize the clinic as a method for 
Gain even as the agencies themselves are using pressure, Tegal and 
ss social, to get the parents to make and keep clinic appointments. 
G is a tall, physically mature sixteen year old who appears 
eighteen and admits to the later age when he doesn't néed to docutient 
the fact. He is articulate and during the interview. for this study was 
“the primary interviewee. . His mother was silent except when G turned 
to her to confirm the story er telling. G disliked school despite 
his good academic record, Because of his mature appearance, G was 
“able to get a job with a construction company by lying about his age. 
‘e was doing very well and earning good money: when he was stopped by 
the police for speeding " the company truck and his true age became 
known. He previous ly had had a juvenile record for stealing, as he 
reported: | 
, running with a gang ‘wich was picked up outside a meat 
wholesale house for stealing--didn't do it but I have been in 
trouble for little things like that so there went my job and 
then the judge threatened me with detention if I didn't go for 
counseling. I didn't want to go to any youth guidance center 
so I told the judge I would go to the psychiatric clinic and 


I called for an appointment. I didn't want to go because the 
psychiatrist won't help me. I want a job--I didn't go for an 


4 


appointment and didn't call--didn't think it important. It 
will take awhile for the judge to find out I didn't go and 
before that I'll make another appointment so he'll think I am 
going--got to keep him off my back. 


Consequences of not following the judge's direction are well. 
_ known to G but he is also aware of the complicated bureaucracy of the 
city agengies and has calculated well the time limits he has before 
checks can be made on his status. He also has contingent plans, the 

eile he will play, if and when he may need to appear at the eltnte: 
for counseling.” 


A, a second grader with reading problems, had been referred 
by the schools to the clinic. His parents were separated and the 
ae father's. whereabout's was not known to the mother. The mother received ) 
- To-Dependent- support; consequently she was, visited regu: 
larly by a social worker and a public health nurse. Mrs. : had 
‘ intense fear of having her three children removed from her care. This 
rather unrealistic fear was a consequence of her own chi ldhood. experi- 
ence when she was reweved from her mother’ S home by social welfare 
personnel. Her brother, she reported: 
~ got in trouble with police and so they thought my nother | | 
couldn't care for us and so I spent many years in foster homes : | 
and Catholic agencies--now I am worried something could happen a 
to my children so I try to do everything the social worker and 
the nurse say. I called the psychiatric clinic to cancel 
the appointment I thought my baby was sick and I couldn't go 
cause I have no baby sitter. . Do you think I better call them 


right away? I wish I had my own money then I don't worry SO 
about kids being taken away. 


9G S perspective on what is happening to him is siatlar to : 
that of the hustler in Polsky's study. The hustler saw the difficulties 
he encountered were those that others created for him as he pursued his 
- life career. The hustler structured: his work around these problems but 
was never able to find an ideal structural setting but worked in what 
he found. G is.unable to control hts lifestyle so works to maximize 
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This vignette poignantly illustrates the importance of 


agencies in the lives of people in circumstances as A's mother. The 


agency is a constant which must be taken into account whenever per- 


| sonal and private decisions are made. Mrs. A would not have her 


children taken From her because she did not follow bhrough on a clinic 


"appointment. !° She would take no chance however and asked the inter- 
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viewer for advice as to what action she should take. She also planned | 
to call her social worker and public health nurse for advice on what 
She. should do. | 


Perspectives On What Help a Client 
| Expected and Would Have Liked 


-At one point in each interview the investigator questioned the © 


no-show client as to what she would have liked for her child if there 
were no constraints on what she would/could do. The answer to the | 


question varied from individual to individual, but the underlying factors 


of social class and education were the determining factors in visualizing 
what action they would like to take in regard to their child. Only two 
no- -show clients, both o lower class, could not visualize any way to 


help their child. 


The seven middle class patients who were interviewed projected a 


all possibilities he can to create the life he wishes to live. One might 
call him a manipulator if one wishes to use a psychiatric concept. See 
Ned Polsky, Hustlers, Beats and Others (Chicago: Aldine Publishing 
1967), ‘pp. 42- 6/7. 


studies on separation of child and mother undertaken by 
psychiatrists and other professionals since World War II indicate that 
it is detrimental for the child to be separated from his mother at a 


young age. Social welfare policies have been reversed and all efforts 
are made to keep the child with the mother. 
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choice of private care for their child. One parent wished to send 
her child to a private school. The psychiatrist wes the first choice. 
as care-giver, but primary to who gave care was concern that skilled 
services of a trained and experienced mental health worker would be 
obtained. Having more know] edge of the mental health system did 
‘{ncrense the desire to have better professional care. Treationnt Top 
‘themselves was included in the desire for care by the middle-class 
parent. The middle-class parents preferred private physicians and had 
called the clinic because financial difficulties made it necessary. 
Lower class client's responses to the question about what 
— type of care they would like to have had for their child were dependent 

upon whether they accepted the definition of their child's behavior 

as psychiatric. People who are not sophisticated regarding health care 
see medicine as extending a very definitive and tangible type of nalds 
_ usually demonstrated by a technical skill as giving medicines or 
eqouies The majority of the no-show clients were no exception. Their’. 
definition of the help they wanted and saw their enitaven as needing 
was concrete and the vague services of the child psychiatric chat > did 
= fit their definitions of help. 
K was est not doing good in school but he ain't crazy--he | 
Jest needs time to think things out--he needs a place to play butdeors 
like when I was aekid in Mississippi--he' s indoors all the time. "The 
‘school's referral was concerned with K's quietness in school. The 
eather end grandmother thought K needed to get away from school. More 
talking, as they understood the clinic to offer, was not sesdad. They 


ould not conceive of talking as ‘helpful. 
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Another mother, white and lower middle class, | saw her teenage 
daughter’ S problem in this way: There was a shortage of money in the 
home. The girl liked nice things so she had been stealing from stores. 
She was "picked up" by the police ahd referred to the Juvenile Court 


Judge who referred her to the clinic. "She's not crazy but needs a 


job to get money to buy things but if it means she goes to a reform 


school then I send her to the clinic otherwise not. I tell you she's 


not crazy and-she says she's not and won't go, ‘1 can't make her go 


but if she is caught again she may have to go to a reform school--then 


she goes to the clinic." The mother intended the clinic appointment 
to appease the Juvenile Court. She had a direct and specific solution 
for her daughter 's problem--a job. The daughter did not show for the 
appointment because she did not consider herself crazy and she expected 
no help from the clinic in finding a job. | 

The no-show clients, who did not accept the psychiatric def ini- 


tion of their child’ s troublesome behavior, heever had visions of what 


they would have liked for their child. For the teenager it was a job, a 


‘chance to earn money. For the younger child it was change in schools, 


move .to another city--usually to a smaller town, or a chance to "grow- 
up" which would alleviate the problem. as it now existed. Several 

clients wished for "pills" for their child, seeing no benefit in talkin" 
Creataent: AN] lower-class no-show clients who conceived of their 


child's trouble as a result of experience with other persons, e.g. . 


teacher in school, saw as a solution removal of the child from that 


experience; never in the interpersonal relations among the child, the 


parent and the third person or persons. 
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| When the lower class clients were asked about what they 

thought the clinic services were their answers were a function of 

what they knew and how they had learned about psychiatric treatment. 

Those whose entertainment was watching television mentioned they would © 

like to see a doctor like the one on such and such a television program. 

The word psychiatrist was often mispronounced and there was little __ 

understanding of the different specialties in medicine. Psychiatrist, 
“internal medicine specialist, pediatrician: titles were used inter- 

= changeably. ‘However the clients did have a concept of private 

medical care. One asset some felt to private office care was that one | 

could go when one liked and be cared for, an unrealistic evaluation 


The giving of medica- 


of what happens in private physician offices. 
tions, giving of some type of physical care or of: having no idea of 
what the clinic did, were the most common responses. to questions about 
its services. Talking as a medium of treatment was known to a few but 
ar were skeptical of its usefulness. : | 

| B banged his head against the wall ang wet his pants when he 
was in school. His mother would have liked the physician at the 
pediatric clinic to give him pills to stop this behavior, since spanking 
and frightening him had not helped. . The mother had been told about 
-"siscratic" help at the pediatric clinic and had made an appointment 


at the child psychiatric clinic, thinking that a doctor would give 


Mthe investigator has since watched many of the television 
Shows about which the clients talked. It does seem that, without a 
- background understanding of the health care system, .one could get the 
impression that one can walk into a private physician's office and get . 
immediate care. Television patients telephone and talk immediately 
with professionals; they go directly to physician's offices and to hos- 


pitals and seem to receive immediate attention from physicians and other. 
professionals. 
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pills to help B. However, friends told her they had received no help 
from a psychiatric clinic, that they never give pills; they "only talk." 
Talk, she said would not help her child. | | 
Clients who had had friends and/or relatives who had been 

hospitalized had come away from that experience with an idea that all 
psychiatric care was of very disruptive psychotic patients. They gave 
vivid descriptions of friends being put in straight jackets or given 

nedications to sleep because they were "beating up people and breaking ‘ 
furniture." Psychiatric care of this type they were certain was not | 
needed by their child. They had difficulty in understanding why the 
original referral had been made to a psychiatric clinic. - 

: The little knowledge of psychiatric treatment that the lower 
class client had, had been learned primarily from watching television 
and from personal. contact with hospitalized psychiatric patients and as 
such did not provide an understanding of modern out-patient psychiatric. 
care. The lower class no-show had no fund of understanding consistent | 
~ with the supposedly sophisticated understandings of the professionals. 
They had difficulty in understanding concepts which did not relate to 
3 definitive objects or behaviors. They could not understand "Tam 
anxious" which in psychiatry is the act of being anxious, it does not 
“necessarily refer to something else about which one is. anxious. The 
middle class client had such . understanding and couched his/her expecta 


tions of help in such psychiatric terms. — | 


THE APPOINTMENT: AN. INSTITUTIONAL PROMISE 
This section presents an interpretative analysis of the fifty- 


one interviewees’ perspectives on the appointment system and on the 
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clients' failure to keep or cancel the appointment, an institutional 


promise. Two major topics are considered: One, the meaning of the 


appointment and two, the absence of obligation in the context of the 


The appointment, an institutional promise, is i an. engagewent 


to meet someone--in this study a Chee to meet. with a professional. 


The appointment in its abstract form was understood by all the no-show 


clients. The clinic receptionist had reported to the investigator 


that when would-be clients telephoned the clinic and were offered an 


appointment no one in his three year's experience at the clinic had 
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questioned as to what he meant. The no-shows in this study interpreted 


the appointment tobe a time set aside to meet with someone and in the 
context of this study a time period when they, the client, would meet 
witha clinic professional, usually perceived to be a doctor. — 


This study indicates that the abstract meaning of the sppoint> 


ment was not problematic. It was in the sense of the intention or 


obligation to. keep or to cancel the appointment, an action to be taken 


‘in the future in respect to the time of making the appointment, that. 


the meaning of the appointment was problematical. The assumption of 


the study that appointments were defined differently by no-show 


clients relative to class is supported but only in the sense of the - 


obligation to meet or to cancel the appointment. 


For the professional the appointment is not problematical 


in either sense: in the abstract or in intention, the obligation is. 
to keep the appointment. A professional's understanding of the 


appointment in the abstract needs no explanation; middle class pro-— 
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fessionals would have learned its meaning many years before they came 


to be employed in the clinic. Obligation to keep the appointment | 


carries, for the professional, a moral obligation which is supported 


by institutional arrangements. One, the appointment system is func- 


tional for the professionals in that it structures their day and 


gives them greater control over their work. Under the appointment 
system the professional knows when he/she must be at the clinic but 


when there are no appointments he/she is free to carry out other 


activities. Second, the professional's psychiatric ideology pre- 


scribes following through on commitments to patients. And third, the 


professional does receive a monetary reward for keeping the appointment. 


It is conceivable that he could lose nis position if he missed too many 


appointments. profasstonaT’ Ss moral obligation forms by virtue of 


his/her middle class background. and the psychiatric treatment idealogy 


and professional status under which he/she is committed to work. For 
the professional the commitment to keep an appointment, and the obliga- 


tion, are background meanings and no longer need to be stated. This 


was. not the case for most of the no-shows. | 
For the seven middle class clients in study the moral 


obligation to keep or to cance! the appointment was known. _ Four of 


: the clients, all womens used psychiatric constructions as a reason fo. 


failure in not keeping ‘or ‘not canceling the clinic appointment. They 


— were emotionally upset, denying the problem, etc. One woman stated 


that she had telephoned the clinic and canceled but after talking to 
the investigator for an hour she admitted. that she had lied and that 


she had not called. She did not cancel because it was easier not to 


| call than to "hassle" clinic personnel about another appointment. 
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Also she knew that there would be no financial obligation if she did 
‘not appear or cancel. Two women were simply too busy to call and were 
aware that there would be no financial pen Ity for not canceling. | 

For the middle-class client, moral obligations against breaking 
or not canceling an appointment were explained away by the use Of. 
psyehiatric interpretations of their behavior or by priority of other | 
activities,. erowine: that there ‘would be no economic sanctions for not. 
keeping or canceling the appointment. : | 

“Most of the lower or. lower-middle-class clients intended to. 

keep their appointments but their plans were interfered with by i] Thesty 
missing the bus, etc. None called to cancel. These no-show clients 
reported. that their past experiences with clinics had been that they 
arrived at the time of their appointment to find others had also been. 
given the same appointment time. Such experiences ‘indicated to the — 
client that this was the time to arrive but not necessarily to be 
attended to. Seldom if ever had these clients had the experience of 
coming at a specific hour and being cared for at that hour. 

_ When asked what they thought the clinic would do when they 
did not. appear for their appointment they were surprised to be asked 
such 3 a question and answered that someone else would be taken care of 
@2 that time; that there were always people waiting. The child 
spushiabric clinic’ S schedule was rigidly controlled One client per 
_ hour. The clients did not know this; consequently when they did not 
intend to keep appointments they did not call to cancel. Obligation or 
intention is a function of what is known about what one is committed | 
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For the no-show clients, who-had been involved in delinquent » 
action the intention to keep. the appointment became a function of the 
‘pressure from the agency which had first referred the client to the | 
clinic. | As an example, teenagers who were being referred to the child 
psychiatric clinic through Juvenile court interdict made an appointment 

under pressure from that agency. As soon as an appointment was made 
the pressure lessened. Consequently keeping the appointment became 
less important and it was not kept. ‘The clients did not call to cancel 
because that would have drawn attention to themselves. If the client 
did nothing some months would’ pass before the two agencies would communi- 
cate with gach other through the city bureaucracy. During this time 
the teenagers were free from pressures of both agencies and before the 
agencies became aware of what was happening the teenager would make | 
another appointment. The teenagers did not cancel appointments because 
they. did not desire to do so. “Such action would have been detrimental 
to their own cause as they. saw it. | 

For two clients not keeping ‘the appointment was a function of 
a honest error. They thought they had attended ‘the child peycniatris | 8 
élinte when in reality they had visited another clinic. | 

For most of the clients the making of -an appointment with the — 
clinic was a strategy for coping with social problems created by 
troublesome behavior of their child. Failure to keep the appointment 
was a function of other problems in the eliests' lives, of weighing 

‘priorities and pressure from social agencies. Most clients had little 
_ imagery of psychiatric treatments and clinics and of what the clinic 7 
would do when they did not show, consequently they had little or no 


- notion of how they could have or should have acted in regard to not 
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making an appointment. The concept of moral obligation, as related to 
keeping an appointment one makes, binds one to a belief that a single | 
issue is involved, that of keeping or canceling the appointment. In 
fact there are many elements involved. The data from the interviews 
reported here indicate the number and variety of elements involved 
in the lives of fifty-one clients who made appointments at a child 
psychiatric elinic and failed to keep or cancel them. | 

| - But what of the moral obligation to call and cancel an appoint- 
ment. For the lower class client there was no breaking of normative 
rules. Almost any response they made, in respect to not keeping or. 
canceling the appointment, was related to another order of understanding. 
They did not understand how psychiatry would be helpful to their 
children; they did not know how rigidly scheduled the clinic was; and 
| they ascribed their failure to call ‘and cancel the appointment to the - 
fact other amie: would be waiting and SO no —_ would be wasted. 
Their own past experience did not inform them of the moral obligation 
in regard to clinics and professionals. 

Definitions of the meaning of the sppatataant as an 


institutional promise differ around tne Opt igation to keep the appoint- 


ment, a futuristic action, and not in the ans tract concept of appointment, 

~ Problems. of meanings seem more likely to occur: 1) when the client is 
tres a lower class. and is not know! ea le about clinics and their | 

_ various patterns of ovgantiation and eaaiations: 2) when the clinic 


does not state explicitly the moral obligation in keeping the appoint- 


ment; 3) in a complex urban area where encounters among clients and 


professionals are fleeting and bureaucrately structured; 4) when 
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for practice. 


clients' past experiences with appointments were problematical; and, 


5) when there are many intervening circumstances, "the realities of 


life," all of which must be weighed in reaching a decision to keep the 


appointment. 


The following chapter deals with implications for theory and > 
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CHAPTER IV 
IMPLICATIONS FOR THEORY AND PRACTICE 


In the first three chapters of this study, data and their | 
analysis were presented. The elements of this chapter inc tude ‘implica- 
tions for theory and practice. - Recommendations for making ‘the 
psychiatric-mental health clinic system of referrals and appointments 
more efficient in meeting needs of no-show eltents are included. The 
reader, in assessing the statements and recommendations, should recog-— 
nize the data limitations and the extent to which the findings can be 
generalized. The study has been exploratory; an sttenpe to discover 
events and to formulate generalizations rough field work method , not. 
to test theory. | 

The study proposed to examine conditions indar wich new would- 
be clients make psychiatric clinic appointments but fail both to meet 
these appointments and to cancel them. An attempt was sade to ascertain — 
from the perspective of the would- be client the conditions and meaning 
of the appointment which might explain the failure of the client to show 


or to cancel the: appointment. The second purpose of the ‘Study was to 


‘interpret the data from the sociological perspective OF inter 


actionism in order to provide professionals, particularly the psychiatric 


professions, with a perspective and knowledge’ useful to them in their 


work with clients. ~The understanding gained from a study of no-show 
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Clients is assumed to be helpful in understanding a wider spectrum of 3 
clients; for to know why some clients fail to show or to cancel appoint- 
ments, is to know more about how laymen think about their problems and 


about psychiatry generally, and so help predict and influence clients 


would-be clients. 


The discussion which fol lows. describes the referral and appoint- 


“ment processes and the differential perspectives of no-show clients and 


professionals on the problem behavior of children referred to the child 


psychiatric clinic and on psychiatry as. a mode of treatment. 


No attempt will be made here to summarize all the eterla 


_ covered in the previous sections of the dissertation. 


IMPLICATIONS FOR THEORY 


The Referral Process 


The referral process reflects modern urban life. In such a 


manner of living there exists a relatively complex division of labor and. 


a high degree of specialization of work rationalized for function; far- 


flung residencies, business and places of work; a rise in civic control 


and reduction in family and communal. life; and separation from the home 


“of services needed for living. Under these conditions individuals tend 


to become identifyable by categories of class, occupation, ethnic 


identity rather than as persons. 
Reflecting the larger social system the health care services are 
appreciably rationalized, specialized by function and impersonal. The 


individual in need of help. whether it is for health care or for repair 


of a car, must seek the remedy he/she wants without readily. knowing 


where to get help. In the process of doing so the individual may be 
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sent from one service agency to another, until the assistance he/she 
needs can be matched with the ‘specialized services offered by agencies. 
The referral process represents a system by which the circulation of 
people from one agency to another ,is attained. 7 

With the steady encroachment of official (governmental) agencies 
over what were at One time in American life, home and neighborhood | 
activities, the public school has become a primary socialization agent, 
def ining what is acceptable child behavior and achievement. The school 
screens children who deviate from its norms, which have evolved from 
its own defined requirements, and deals with them in accordance with 
options open to the school. In those circumstances where children pose 
problems for the school there isa strong cendericy among teachers and 
other school personnel to Switch orientation, for explanation. and 
control's from educational to psychiatric processes. Given the contem- 
porary interest and sensitization of. the child ‘care movement: to 
_psychodynamics, teachers, principals, school nurses or school 
psychologists, increasingly refer erdubled children to sivchiatrie 
clinics. 
In urban areas there exists a network of social agencies, 
specialized for function, to which schools can refer troublesome 
children. . These agencies generally operate with a medical model and , 
"treat" children. In this study the child psychiatric clinic was such. 
an agency. Just as the school became more impersonal and independent of 
family in modern urban society so did its method of dealing with 
problems. Where traditionally the school had worked closely with the 
family to solve problems with school children, it now tended to resort 


to a system of referral and sent both troubled and troublesome children 
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to non-educational agencies. ‘These agencies, though equippped to help | 
in many ways, are themselves by virtue of physical and conceptual 
distance, even farther removed, than are the Scnools from family and 
neighborhood contexts. 

The referral process is a function of the spatial distribution 


of population in residences and work and in part of the encroachment 


and responsibility of governmental agencies over the socialization of 


children. Modern urban life allows a civic assumption of control of the 
educative process and of the health care system. But also, the referral 
process is a function of the specialization of professionals, of service 
crafts and their special languages developed over time, forming what 
might be regarded as distinct “social worlds." Given these conditions 


underlying, and even mandating, the referral process , it becomes under- 


standable how referrals can be seen as a complicated “circulation” 


system or network for moving people, such as the clients in this study, 


from one agency to another and so on to one or more sub-systems. 


The Appointment 


The appointment is a social promise by which two people, in this: 


Study a psychiatric professional and a client with a troubled child, 


meet in time and space. large, complex, far-flung, economically 


rationalized system as the modern urban health care system tends to be, — 


such arrangements are necessary if people from various regions and life. 


Styles are to come purposively into contact. 


» 


For the health care professional an “assembly line" of appoint- 


ments is functional in controlling work. Qne client followed by another, 


each spaced in time allows the professional a reasonable and economically 
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feasible work flow. It is regular, repeated and routine, permitting 


control and, in those instances when the client does not appear for an 


7 appointment, a respite, some time to do the backlog of. work which is 


always present in a busy public clinic. 

But for the client the ‘participation in the appointment i is 
occasional, irregular and more ‘often than not, must be Fitted to the 
professional ' S schedule and convenience. In the context of the appoint- 


ment there are two parties to. an interaction, ‘those whose work habitually 


| involves them in appointment making , the staff, and those who find 


themselves in’ the clinic-related role of client. 

- this study a critical step in the appointment process was a 
telephone call made by the prospective client to the clinic. The use 
of the telephone to make an appointment was general to all no-show 
clients. When the prospective client called the clinic, someone | | 
answered indicating that the clinic was willing to talk at this time. 

An obligatory relationship was thereby immediately establ ished. 2. 
During ‘the initial interchange the clinic personne? answer the 


with. “This is the child Psychiatric Clinic. "This response 


itself was preceded by a disturbing 
labeling of it (clinical), a-suggestion, request, or threat to make an 
appointment, and then the act of calling... 


eeter Farb discusses the obligatory relationship established on | 


* the phone. So obligatory is the relationship: that most people find it 


very difficult to break the sequence, even with a stranger. As an 
example, he describes the clerk in the store who interrupts the customer 


-he has been waiting on to answer the phone. Common courtesy would seem 


to be to ask the telephoner to wait while the clerk finishes with the 
customer who has come to the store in person. But the clerk finds it 
very difficult to extricate himself from the obligations of the telephone | 
sequence once it is launched. He supplies information requested by the 
caller while the customer in the store is forced to wait. Peter Farb, 


| Word Play, New York: Alfred A. Knopf, 1974, pp. 94-112. 


4 


90 


\ 


sets the stage for continuing the conversation with an implicit request. 
for more information from the caller which the caller is obligated to 
give. The caller, the client, gives that information in the course of 
requesting an appointment. Upon receiving this information, the clinic 
personnel continue the conversation by requesting routine information, 

name, address, economic status of the caller. The prospective client 
gives that inforina tion, monitored by what she believes to be helpful to. 
herself and her child. The conversation continues with inquiries and 
replies until a mutual agreement about the time of an appointment is 

; attained. The clinic has provided limited information about itself. 

The clinic functions are public and there is an implicit assumption that 
they a are known the population it serves. 3 The telephone conversation 
ends with the appointed time being entered on the clinic records. | 

In large metropolitan areas where persons are ‘separated by race, : 
“class, ethnic identity the telephone provides an. immediate verbal - 


contact over distance for people of a11 walks of life. One caller can, 


by dialing an instrument, have almost immediate contact we another. 
This study attests to how universally known the telephone is in that all 
_. no-show clients ‘regardless of background knew how to initiate a tele- 
phone conversation and understood the ob} igations inherent in such 
verbal | interchange. | 

The abstract concept of an appointment was also known to all 


clients, who called the child psychiatric clinic for an appointment. 


3The clinic receptionist reported to the researcher that the 
services were so complicated and so involved that one couldn't yh dl 
relate all. such information on the telephone. The prospective client. 
would just have to learn the details of the clinic operation at the 
time of the appointment. (Data from interview with receptionist. ) 
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There was. an implicit consensus between the client and clinic staff on 


~ the meaning of an appointment; the staff in offering a time and place for 
the client, and the client in accepting and agreeing to a meeting. — 
Never did a prospective client question what an appointment was. The 


problematic aspect of the appointment was manifest only in regard to 


the intention or obligation to keep or cancel the appointment, not to 
make it in the first place. | 


The middle class client, while apparently intending to keep the — 


— appointment explained not keeping or not canceling her appointment in 


psychiatric terms. Knowledge of the psychiatric vocabulary allowed the ~ 


middle class client to communicate a set of meanings, directed toward 


"representation of a specific impression. It is quite conceivable that 


the middle class no-show clients were aware that the psychiatric terms, — 


such as guilt, repression, had credence in the context of an interview 


with the nurse researcher (another middle class person). One woman did — 


amit, during the interview, to using the psychiatric terms as-a 
pragmatic efficacy. The investigator noted that the middle class no- -show 


client used psychiatric vocabulary without the ideological conviction or 


the same understanding of the terms as the trained professional. Theirs. 


-was a lay comprehension of psychiatry. 


The lower and lower-middle class clients’ intentions to keep the 
appointment were circumscribed by differing definitions of their child's 
problem behavior, seeing psychiatry as being of little oF 06 hele to — 
them. Psychiatric terms of explanation for behavior ware sot used by te 
lower and lower-middle class clients. Also they failed to keep appoint- — 
ments when other life problems arose and took precedence over them or 


interfered with getting to the clinic. If the child's problem behavior 
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did not persist or a change occurred in the social situation in which. 
the problem existed, clients did not appear for the appointment. 

‘The lower class and lower-middle class no-shows did not call to. 
cancel the appointment because, from their own past exper tences with 
public clinics, appointments were "never" honored anyway at the time 
scheduled. In part, then, they could presume it didn't matter, even if 
they thought they were breaking a promise to appear. Ironically these | 
no-show clients were not aware that the child peychtatrte clinic rou- 
tinely spaced ‘appointments One per hour per practitioner, and so it did 
honor appointments within reasonable time periods. . Thus, the failure on 
| the part of the no-show client to meet or to cancel the appointment was . 
a function both of the client's experience (and understanding) with the | 
public neal th care system and of seine definitions of their child's 


| problem behavior. 


Differential Comprehensions 


Social Class as a Dimension 
of Analysis 


This study of clients ane failed to meet or to cancel an appoint-— 
ment at a child psychiatric clinic reflects the viability of the use of 
social class as a dimension of analysis. ‘Class was employed as an 
analytic cdtegory for understanding the differing perspectives of health 
professionals and clients in relation to- problems of troubled children | 
and in relation to help for these children. 

Clients interviewed for this study were each assigned to one of : 
three broad social economic class positions, using such indices as 
location of residence in the city, type and condition of residence, 


educational level of parents and how income was derived or type of work 
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in which family members were engaged. One group of persons categorized. 


as lower class, consisted of those who were relatively unskilled, 


- unemployed, living in substandard, public housing, and who were primarily 


non-white, with little forma] education. The second category, the 
lower-middle class, was’ composed of skilled or white-collar workers, 


some with high school educations, some were people of color, and who 


were living in housing where an attempt at maintenance was being made. . 


The middle class category including clients who were white-collar | 
workers, professionals, and persons owning their own business, many with 
col lege educations, and persons who owned their homes or lived in well 
maintained or new rental units. All of the latter were white. 


There were thirty-seven no-show clients from the lower class and 


“seven each from the lower-middle and middle class. - Because of the 


similarity of perspectives of the lower class and lower-middle class 


these two classes are subsumed under one category, the lower class. The 


seven middle class no-show client? were dealt with as single, distinct | 


category. 


The Problem Behavior of the Child 


The child's behavior per se is not seen here as the problem; : _ ‘The 


critical factor is the ciffering definitions of that behavior by the no- 


= show clients, and by the referrine agency and clinic professionals. 


The Professionals. The professionals, who referred children to 


the child psychiatric clinic and those who were employed in ‘that agency, 


were middle class in their orientation. Historically the helping pro- 


- fessions developed from the middle class reform movements. of the past 


century. Currently their nearly common education and training, nearly 
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common working conditions and sharing of perspectives with peers serves 
to reinforce and continue the middle class orientation, | 
| The middle class orientation represents certain values and 
affects the way behavior is viewed and defined. Actions of children _ 
hitch were quite acceptable to lower class clients were distressful to 
middle class teachers, social workers and nurses. Behavior which would 
be considered norea? by the lower class client is frequently considered 
pathological by the professional. The professionals, sensitized to 
psychiatric concepts, sociologically transformed the troubled child into 
a child-peychtatric-clinte client. Referrals by agency professtonats 
such as community health nurses, social workers, juvenile court judges 
and even the two middle class self referrals were expressed in psychia- 
tric terms. 
From the medical ncaa}, concerned with the prevention and 
treatment of physical pathology psychiatry evolved and defined unusua} 
behavior in terms of psychopathology. This psychopathology is —s 
residing in the person or personality, without necessary reference to 
some of the more obvious conditional factors in the immediate social 
situations or interactions of persons. The psychiatric model tends to 
assume a cause-effect relationship: between savacnality traits and overt | 
behavior, unmediated by situational dactars @ even by a client's 
understanding of the situation. Thus psychiatry gave the helping © | 
professionals a frame of reference, with rhetoric and rationale to 
conceptual ize behavior in their own that is, as pathological or 
potentially so, and then "treat" that behavior. Thus, what often 
appears as Gidticult social problem was translated into 


clinical terms for treatment purposes. | 
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The Middle Class No-Show. The middle-class no-show clients were 


relatively knowledgeable about psychiatry. Their knowledge was based 


upon. personal experiences with it; hence, their expectations of the 


clinic were quite realistic. They accepted the psychiatric definition — 


of their child's problem and even enlarged upon the problem definition | 


by including themselves, the parents, as part of the problem. They | 


recognized the preventive aspects of psychiatric. help. The middle class 


no-show had an appreciation for the fine points of private psychiatric 
care and only called the publ ic clinic for help because of economic 
problems , having no money ‘to pay for private care. When discussing 
their child’ S problem, the middle class no-show clients were facile in 
their use of psychiatric vocabulary. | | 


_ The Lower Class No-Show. The lower class no- shows ' concepts of 


psychiatry were formed largely from watching television programs and 


from personal experiences when family members and friends were treated ; 
for psychotic behavior in large public mental hospitals. With such 


background of knowledge, the lower class client did not perceive their 


child's behavior as psychiatric and they could not understand referral 


to the psychiatric clinic. They said their child was not "crazy. " 

The tolerance level of the lower class client to the child’: Ss 
deviant behavior was higher and broader in range, than were the tolerance 
levels of professionals, including the teacher in the school. The 


behavior of the child who wet his pants and banged his head while in 


school did not disturb the mother because the child, she said, would 


"outgrow" such behavior. The lower class clients tended to normalize | 


behavior. 


The lower class client perceived behavior in terms of a concrete 


language, and perceived it as meaningful to the social situation in which | 


it occured. Moreover, if the situation changed and the problem behavior 
no longer persisted, they saw the problem as resolved. In contrast the . 
psychiatric model (clinical) Saw problems as tending to persist, despite 
situational changes. | | 

. the professionals and middle class clients the concepts of 
psychiatric ideology formed the frame of reference from which the 7 
child's problem and its solution were conceptualized. For the lower sae 
class client their child's behavior was accounted for by their everyday | 


experiences. 


Treatment of the Problem Behavior | 


The Professionals. For the professtonals who define the child's 
behavior as clinical (psychiatric) there is an immediate core of concepts 
and assumptions, which determine the action or type of help. to be given. 

‘If the professional isa psychiatrically trained person the treatment | 
“process has certain characteristics specific -to that ideology. 

The clinical (WiedicaT) mode] applied to psychiatry and psychia- 

tric services defines behavior along a normal-abnormal continuum. 
Pathology is related to personality, or to some special personal history 
which marks the person and which is presumed to manifest: itself despite 
the situational conbaxt in which it occurs. Psychiatric ideology holds | 
that the best treatment for deviant behavior is oriented — finding 

the intrapsychic causes of the problem. Treatment is aimed at recon- : 
structing parts of the personality with some Pa eee ee given to the 


environment in which the client lives. Such a perspective gives the 


| client an opportunity for constructive work on his/her own problems. In 
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public psychiatric clinics with the press of large numbers of people 
wanting help, the professionals help clients manage their emotional 


problems. 
‘Talk fs the fundamental relational property by which the treat- 
ment process is ‘carvtad out. For the psychiatric professional talk is a 
medium through which information is elicited from clients and treatment 
is facilitated. © Talk is planned s structured, interpreted and analyzed. 
It has meaning on two levels: What is GRP CTC said and what is | 
analyzed for hidden meanings. The latter may be more important to the | 
therapist. in helping his/her client than the explicit story the client: 
is relating. The vars structural and conceptual source for this 
| perspective on talk is the psychoanalytic theories. | | 

Talk is so essential to psychiatric treatment that in its 
absence strategies have been developed to accommodate for ‘this behavior. 
Patients who ‘refuse to talk to therapists have this behavior named as a 


symptom and treated. Touns children not developed sufficiently to talk 


fluently have their play observed and interpreted into psychiatric 


terms. 

Professionals use talk with great facility; it is their craft 
. and skill. Psychiatric ideology gives the professional a context for 
talk and even a way of experiencing himself/herself. for the profes- 
- sional talk is essential for the diagnostic and treatment process. The 
| professional knows that talk will be the relational property between 
himself/herself and the client and in that sense the professional has 
an advantage over the client, particularly client. 


‘The Middle Class No-Show. The seven middle class clients — 


accepted the concept of psychiatric treatment as potentially beneficial 
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to themselves and their child. Their knowledge of the treatment they 


might receive at the child psychiatric clinic was realistic in that the 


activities they described as treatment modalities were in fact those the 


child psychiatric clinic offered. Their understanding of psychiatry 


included the implications of parent-child relationships. They defined | 
themselves as part of their child's problem and expected treatment from 
the clinic for themselves. 

The middle class client accepts ‘and anders tands talk as a mode 


of treatment. Knowledge of psychiatric terms , _ though with a layman's — 


understanding, did give the middle class client a common universe of 


discourse, useful in managing his/her relationship with ‘the profess tonaTs. 
‘ The middle class no-show client accepted a clinical orientation 
to the problem and treatment of it. With such an orientation the con- 
cept of prevention is understandable. These clients did believe 
treatment would prevent problems from recurring and from exacerbating. 


‘The Lower Class No-Show. The lower class no- “show clients' 


perspectives on what type of help (treateent) they would have selected © 


for their child's problem. behavior was circumscribed by their acceptances 


or ‘not, of the behavior as psychiatric. With knowl ecge of psychiatry 
gained from television and from observations of psychotic- patient. 


treatment methods, they did not ascribe to such treatment as helpful 


for their children. Remedies they suggested were precise, tangible, 


practical to their everyday life. Jobs, a move to a different school, 


better teachers, Medications were reported as treatments of their choice. 


The vague world of psychiatry was found wanting. 


In addition to the eivans tana’ remedies listed above as helpful, 


the lower class no- -show client also wanted inmediate netp. When they 
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were given an appointment too far in the future and other problems 
intervened in their lives, they lost interest and did not keep the 
appointment. Differing on the pacing of treatment as well 
as differing definitions of help served to ‘separate the Tower class 
no-show client and the Psychiatric professional. 
‘Talk as used in psychiatry puzzled the lower class clients. 

They were aware that. talk was a special attribute of psychiatry. | 
Television programs had shown them that or, in some cases, personal 
experience with a psychiatric agency. But they were universally | 
skepttoa) of talking as a medium for helping their children. They 
themselves had talked with their children, had daily confrontations 
with them and all the talking they had done had failed to correct the 
child' S problem behavior. They could not perceive or conceive how 
such an approach could be helpful. They had no understanding of talk. as 
a sophisticated treatment. approach used } OY, psychiatric professionals 
in helping clients. | 
| The concept of prevention of future behavior by psychia- 
tric treatment was foreign to the lower-class client. aS 
measures , if any were to be taken, were expected to be physical. 
Without knowledge of the cause and effect logic of the clinical 
3 (psychiatric) model, which allows intervention te treat and/or to 
problems, the lower no-show clients sould not 
understand preventive measures as described to ‘them. by referring 

Underlying this presentation is the symbolic interactionist 
perspective. This perspective sees, individuals as constructing their 


‘social worlds (their realities) and taking action according to these 
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account, rather than interpreting ac 
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definitions. With Such a Parepecerys a wider description of esien is 
possible. i. The bits and pieces of “t actor's world can be taken into 
ons as external manifestations of 


subjective elements lying within individuals. 


The world& experienced by the lower class no-show clients was 


‘Gite class professionals who attempted treat them. pittertag 


definitions have differing consequences.’ The motive for not meeting or 


cancelling the clinic appointment can not be considered apart from the 


delimited social situations from which they arose and were experienced. 


The explanation for not coming to the clinic or cancelling was located 


in the normative world and social Situations of the no-show clients. — 


-In the United States the psychiatric (clinical) perspective is 


the dominant treatment modal ity for children experiencing behavioral 


: problems. This Study has focused on how clients, particularly lower 


class clients, perceive the appointment system and the clinical world of 
psychiatric treatment. The following discussion presents for psychiatric 


professionals the clinical implications of the study. 
IMPLICATIONS FOR PRACTICE 


The’ discipline of psychiatry is organized around a core of basic 
concepts and assumptions, which form the frame of reference, even give 


it a language of discourse, from which the psychiatric-prepared 


anselm Strauss Herbert Mead, On social Psychology 


(Chicago: University of Chicago Press, 1964). 


~ different from that of the middle class no-show client and the 
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professional views the world and sets about helping clients. These 
assumptions and concepts are the intellectual tools of the profession 
incorporated into its definitions of reality and producing a set of 
dispositions to action. 

_ For people educated in the discipline or publics knowledgeable 
of psychiatry such definitions of reality are not problematic. However, 
when a problem under consideration lies in the differing perspectives 
among groups of people, such as the lower class. no-chow-clignt and 
(psychiatric professionals, the persons concertied are likely to define. 
- Situations differently and take action based on differing conclusions. 

In this study ‘the most-differing perspectives on a similar 
goctat Situation existed between the lower class no-show client and the 
professionals. The middle class no-show client's views were similar to 
the The following discussion speaks only to 
the Tower class and lower-middle class no-shows, subsumed under the one | 
_ category of lower class. Unless specifically stated the middle class 
no-show client is not included. Four general areas of interstices are 
considered: (1) the referral procéss; (2) knowledge of psychiatry; 


(3). the child's problem behavior; and (4) the appointment process. 


Referral Process | 


The referral process was" a ‘complicated affair for the no- -show 

~ Clients sometimes involving the school, juvenile court, police, and 

— possibly publ ic health nurses and social workers. “One has a picture of 
complex of agencies sending troubled chi to 
C another in an attempt to find the best help. Each agency gives time to 


_the client, attempts an evaluation of his/her problem and if no help 
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can be given sends him/her on to another agency. Such a referral process 
is filled with redundancies and is costly in time and effort for both 
the client and the professionals. | | | | | 

| The problematic aspect of the referral system for the child. 
Psyeniatrre clinic was having referred to the CHiAte children with 
problems for which they could not provide a service, nakTAg further 
referral necessary. “This ‘inability by referral to identify 
an to refer the appropriate cases cheated problems for the clinic. 
During consultant visits ‘to the referral agencies, clinic professionals 
attempted to increase the efficiency of the referral system by inter- 


preting the Functions of the clinic and discussing the type of child» 


who could benefit from their care. However, such discussion was 
"| peviphera) to the main concerns of the consul tant’ S visits, namely the 
problems of specific patients. Educating referral agencies as to the 


, nature of the help given by the child psychiatric clinic, should be 


separated From the other functions which consultants perform at referral" 


agencies sid treated as a unique program. Specific suggestions for 

| such a program include: that the educational program be identified | 
as such and. not be a part of the Consultant services; that the program 
be viewed as on-going, subject to yearly re-appraisal because of 3 
changes in personnel and policies of participating agencies; and that 


explanations of the Clinic's registration procedure, the clinic's 


appointment system and psychiatric treatment be offered. The ‘program 


should be directed toward the professional workers, who have direct 


~ contact with the clients and who most likely initiate referrals to 


the child psychiatric clinic. They would benefit most by the information. 


Diffusion of information of this sort is too important to be left 
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context. 


social context, it selects for consideration only a portion of what is 
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solely. to administrators of the ‘referring agencies. 


The clinic should analyze the types of clients which have been 


referred by the various agencies according to economic level, social 


status, educational achievement and ethnic background to identify the 


sources of specific referrals, and to learn which of these tend to be 


the no-show referrals. The referral agencies should be informed about — 


the type of client they have been referring and what happened to that 
client. Did he/she make it to the child psychiatric clinic or were | 
they lost during the referral process? : 

The referral model, as used in the health care system, evolves 


from the acute-care clinical model where the focus is upon’ physical 


‘pathology which can be more easily defined as existing independent of the 


social milieu in which it occurs. As an example, a child with an 


inflamed appendix may be referred to a pediatrician and from there to a 


| Surgeon, who operates and removes the appendix. Almost as soon as this 
- procedure is completed the child can return to his home with instructions 
to the parent for his care. Referral from one physician to another is 


; appropriately focused upon pathology. The symptoms produced by the 


inflamed appendix have been abstracted into a diagnostic term and 


according to the diagnosis treated. Such an epee is functional for 
| a physical illness, The class ‘level of the client and the client's life 
: Situation make little difference. However, behavior problems as dealt 


with in psychiatric clinics are more certainly imbedded in social 


When a rererral agency ‘takes a component of and 


abstracts it into a psychiatric diagnostic term, removing it From its 
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for the client a complex problem in a complex life context. The pro- 


fessional's awareness of what the traditional psychiatric model does 


to his/her thinking about behavioral problems may help the professional 


to understand how he/she is limited by the model. - With this awareness - 


the professional can make an effort to expand on explanations to . 


clients, when referring them to. other clinics, as well as questioning 


them as to their understanding of the child’ Ss. problem and of the appoint- 


ment system. In some way the professional must take up where clients 


are and relate the health-care-service world to them. In order to do 


- so the professionals themselves must understand the health care system, 


referral process and all. 
Better: intake procedures should be developed by the child 

psychiatric clinic personnel. Sufficient information should pe. 
col lected at the time of the initial telephone call so professionals 
can make a judgment as to the validity of the referral to the child 
psychiatric clinic. If the child can not be helped at the clinic why 
have him/her come to the clinic? At the time of this study little | 
information was asked of the prospective clients when they called for 
an appointment. 

3 Another suggestion is to direct Groressionals somewhat away 
from the dyadic, clinically spac talives skills for helping, to a systems 
approach, by which professionals might deal with a child's problem in : 


less intrapsychic depth but take into account the broader social situa- 


tion of the problem, and thereby, develop a less specialized approach 


to helping. With such preparation by professionals the agency, which 


originally referred a child with a problem, could possibly treat the 
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- problem at its place of origin, e.g. school, home. Help from special- 
ized psychiatric professionals would be consultative in nature. ~The 
necessity of referring large numbers of clients From one agency to 
another might then be reduced. The referra’ process, redefined in 
terms of the systems model , would permit an evaluation of the problem 
in the social situation where it arises and utilization of treatment 


methods more compatible with the situation. 


knowledge of Psychiatry . 


Large segments of the public know very little about 
psychiatric practice and about psychiatric mental health workers, In 
this no-show study, none of the lower class clients thought of the 
child psychiatric clinic as a place of treatment for a troubled child. 
They. identified referral to the clinic as an indication that their 
child was mentally iN and their definition of the child’ S problem was 
not that. They were not cognizant of referrals to psychiatric clinics 
_ for the purpose of preventing more serious problems, although a number 
of the referrals were of children needing just that kind of preventive 

The unsophisticated lower-class client is in need of a broader 
conception of psychiatry and its treatment modes. One approach to. 
éducstina this public to savchiakiy is through television, however, a 


more realistic portrayal on television of psychiatric clients and their 


Marvin E. Perkins, Elena Padilla, Jack Elinson. "Public Images 
of Psychiatry: Challenges in Planning Community Mental Health Care,". 


American Journal of Psychiatry 121 (February, 1965):746-51. Perkins et al. 
report that one half of the persons interviewed in New York did not know a 


psychiatrist was a physician, saw the mental: health workers in ambiguous 
roles and had attitudes toward former mental patients that affect 


adversely community care of such persons. 
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care is needéd. Pressure by mental health workers and mental health 
"associations on the commercial media to improve television programs 
dealing with psychiatry is suggested. The lower class clients were avid: 
television watchers and much they knew of the world of medicine and 
| psychiatry came from that souree. Perhaps certain books and magazines 
are other mediums by which lower class can be reached. Comic books 
would be particularly useful in reaching persons with limited reading 
skills. | | 
| : The use of indigenous leaders from lower class backgrounds, who 
themselves have experienced good results. from psychiatric help, might 
| be another means of changing understandings and attitudes. For example, 
a well-known sports Figure testifying as to how he was helped by talk- 
| ing with a psychiatric professional would probably be listened to by 
most of the no-shows in this study. | | 
| Unfortunately mental health professtonas do not live in | 
neighborhoods where most lower income clients reside, so that learning 
about each other by living together is not possible. One may ask 
which of the professionals has the most consistent work contact with 
‘lower class persons. This seems to be the community Kealth 1u0se who 
works in close contact with persons from all classes. Inherent in the — 
practice of her professional duties, she interacts fairly regularly. 
with families such as those represented in this study. Her work takes | 
& Ware she ‘can help the lower 
class client - understand and to accept new approaches to problems. — 
7 The commun ity health nurse, if she is to expand her work in a 
systematic manner. to case findings and early treatment of troubled 
children, needs a support system designed to help her. First, she | 


needs time and money to expand her activities in new directions. New | 


| | 
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responsibilities must pe spalied out in the nurse's position descr ip- 

tion and she should be held accountable for them. Accountability is 

crucial to the success of such a program. For her expanded work role 

equal status with other health professionals within the system in 

Second, the nurse must understand the world of the clients with © 

whom she is gorkina, ‘She should have access to information about the 

people who live in her health district. Such information must include 

more than a general statistical report; information as to life styles. 


and, to language (jargon), ethnic, cultural and social values are vital 


“ to the understanding needed to communicate with persons of a different 


background. Such information may. help the nurse to overcome her own 


es professional and social biases. With increased understanding she may 


develop new, and more efficient methods of dealing with clients who do- 


not comprehend. psychiatric treatment but are often most in need of hele. 


_ She can also communicate with indigenous communi ty leaders: to educate 


eo them to the values of treatment, particularly that of preventive care 


for troubled children. 


Third, the nurse. needs to update her mental] health nursing skills 
and to have specialized psychiatric professional consultants available 
for advice on problematic situations in her daily work. Such help 
must be built into the health cave evetan. A psychiatric nurse | | 
clinician employed as a consultant by the communi ty health agency means 
a most efficacious method of dealing with the needs of the communi ty 
health staff nurse. The psychiatric nurse clinician can also serve as 
a resource and support person. to the community health nurses. 


Y When’? the problem behavior for which the child of lower class 
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clients had been referred to the child psychiatric clinic did not per- 
sist, the clients did not keep their appointments. Sometimes the prob- 
lem was resolved, as in the case of the young woman who. obtained her | 
‘abortion. In cases where the problem behavior e.g. stealing, was no 
longer evident but the clients were under legal hold by the courts, the 
Elients feared one punishment from the legal. control agencies. These 
agencies served to continue pressure on clients to make appointments 
with the clinic and hopefully to aeep them. Control agencies in this 
sense have a negative relationship with the no-show client, in fact 
they were seen as malevolent by no-show clients. However , the agency 
role can be positive. For example, one no-show client, who had been 
referred to the child psychiatric clinic by a pediatrician, reported 
that only after talking to the community health nurse about the veferra?. 
: did she begin ‘to understand how the psychiatric clinic. might help her. 
The Writer suggests that’ health care agencies give thought to. 
officially recognizing the community health nurse in a "significant- | 
other" role. She should be visibly located near areas where the target 
population lives and in institutions often frequented by them. In her 
role of the significant other she could also provide services “such as 


information about different agencies, act as an 


ae intermediary or buffer for the prospective client,. be someone with whom 


the client could discuss problems and redirect the referral process if 
necessary. 

As the significant other she could help the eliant rehearse 
his/her visit tg the psychiatric agency and follow up the case if the 
client did not meet the. appointment. She could provide a social role 


model to teach the client how to deal with agencies. One model for 
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use of the significant other role is the Swedish ombudsman expanded 

to include some of the activities presently within-the community 
health nurses' scope of work. She could be identified as the communi ty 
health nurse-ombudswoman, sanctioned to carry out the role, and with 
| and increase in! the nwiber of agency nurses to compensate. for the 


increased workload. | 
=» 


~The Child's Behavior Problem 


When a referral agency directed a troubled child to the child ; 
psychiatric clinic it was with the implicit understanding that the 
child's problem was psychiatric and that he/she would receive help 

“from the clinic. Sociologically speaking the referral agencies, sensi» 
tive to psychiatric concepts, defined the problem behavior as 
psychiatric. It was not seen as such by the lower class no-show 

The clients’ explanations for the same behavior were. 
steeped in the concrete daily activities of their lives. Parents 
‘reported that the child's fighting was his/her protection when going 
to and coming from school, stealing was done because the ceenncer cout 
not find a job to earn money and buy the items he/she waited, The 
salient point is that the referral agencies failed to convince the no- 
show clients ‘that their. child should be treated at the child 
psychiatric clinic. Such failures wine due primarily to lack of 
understanding by professionals of life styles of tower class families. 
To be successful in convincing someone to take a new direction 
regarding a problem the helping person must take into account the 


other's orientation to life. The most obvious method of overcoming 


Py 
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these difficulties is for the professional to obtain knowledge about 
the subculture of the client. One method of getting such understanding 


is by formal education. Another is through books such as William H. 


Grier and Price M. Cobbs’ Black Rage,” and Richard Sennett and 


Jonathan's Cobb's, The Hidden Injuries of Class.’ Books such as these 
ee ae the professional, who comes from another Subculture. The 
| third, and probably one of. the most reliable and best sources are the 
clients themselves. Their perceptions of their own culture, sex, 
ethnic identity is relevant and personalized. “Such information 
“helpful; however , the professional should be aware that the client will | 
withhold and add information as she/he is monitoring what is useful to 
give to and to keep from the professional. Ideally ‘in the use of the 
“three sources. lies the most comprehensive and thus ‘most useful, per= : 
spective on a client from another subculture. | 
The lower class client tended to seek concrete advice for 
| problems troubl ine their children and themselves. * debe. medicines, 
punishments and school vacations were seen as solutions to their prob- 
lems. The wants and expectations of the lower class no-show client 2 


for her child were more modest than the referral agencies felt were 


— 


| | yititen " Grier and Price M. Cobbs, Black Rage (New York: 
Basic Books, Inc., 1968). 


TRichard Sennett and Jonathan Cobb, The Hidden. Inuries of 
Class (New York: Vintage Books, 1973). 
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necessary. The no-show client did not want an analysis or elaborate | 
explanation of her child's behavior. Her wants were for specific help 
such as advice on how to get along with the schuel. There was concern 
for knowing what was the normative behavior for school. The no-show 
client wanted her child to behave as she/he ought to. Such needs 
should be treated by educating her as to what the school expects. 


It may be that the referred social problem evolved from intrapsychic 


: difficulties but, if this perspective on the problem is not congruent 


with the client’ S perspective, the client will not Follow careag with 
the — Help sneule begin with what the client offers as the 
problem. That: is, = explicit request of the client should be 


attended to with no immediate redefinition of the ‘request. Thus job 


; hunting may become the focus for treatment for the teenager who is 


stealing. 


A offered helping no-show clients; a difficult 


and contraversial ‘one, is to accept the no- -Show client with problems 


as he/she defines them and to act aS a change agent in an attempt to 


modify the social, economic, living conditions which are inimical ee 


‘mental health. This approach to helping lower class clients is not 


supported by all professionals, particularly those who see themselves 


in the clinician role, a role with a long history of social sanction. 


‘The professional feels more comfortable with the traditional 


clinician's. role. The change agent's role has as its~primary focus 


prevention and. in the specific case of the no- -show clients to help 


them improve shat lives through | octal. and political means and, 


| indirectly alter bahavtor, Professionals, as social change agents 


are viewed suspiciously by the public, but if they were to suCCeSS- | 


: 
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fully undertake feasible social actions, they: may ‘over time persuade 
the public of a new capability and have a new role confirmed. | 

The more common approach of indirect services to clients used 
by mental health professionals is the consultation method by which 
psychiatric clinic professionals work with other community agencies 
regarding mental health aspects of their work. The classic example is 
that of the psychiatrist who is a case consultant to sera workers 
and community. health nurses and who may conduct inservice training for 
Staff or aid in the development of new programs, but whose primary 
focus is to help the staff in their work with clients. The writer sug- 
gests the consultant role might be expanded so that the consultant | 
would work directly with consumer groups as eduator, clarifier and not 
- necessarily as a therapist. The consultant role, a high- status role as | 
seen by the psychiatric professionals, would reflect status upon a 


groups with whom the consultant is working. 


The Appointment. Process 


‘The unspoken, but tacitly agreed upon definition of 
~ and commitment to keep that appointment which professionals hold and 
expect of clients, will need to. be nade explicit for prospective lower 
class clients. There is an assumption by clinics that the traditional, 
middle class, professional view of appointments is universally under- 
stood by all persons. A protocol of rules, regulations and codes of 

~ behavior in regard to appointments Should be made known to clients when 
they call the clinic. The client should relate the protocol to the — 
clinic personnel as the client heard and understood it. Misinterpre- 


tations, if present, can then be corrected. Instructions should be 
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concrete such as, if you can't come call us; this clinic is different 
— from other clinics in that we do not have more than one client come for 
each appointment hour. 

Past experiences with other clinics were instrumental in forming : 
the clients' expectations of what would be their experience with the 
child psychtatric clinic. They expected to sit and wait in waiting 
rooms. They did not expect to be seen at an appointed time. Patient 
may be the more appropriate term for the client, tor patience was an 
attribute which they had developed. Perhaps professionals need to 2 
consider a change in the appointment system. Perhaps a true appointment 


system should be tried, one where there is no waiting for clients or > 


= professionals. ‘Under such conditions the client, who may never have 


done so before, would directly experience what the appointment means. 
Knowledge of such experiance, of not waiting and of being helped when 
one arrived for an appointment, might pass quickly through a community 

. and become public information in a short period of tite. Innovations 
are slow and difficult but if the amavation has experiental meaning | 
and functions to advantage of individuals involved it is more apt to be . 
successful. | | | 

; To fit services into the life style of the clients and to. 
develop a complex of institutional arrangements which give the client 
, several options for help operating at various and same times, ‘such as 
a walk-in clinic, or a cadre’ of staff who wil] answer telephone calls 
and give information, are two suggestions. Public health nurse 

Clinicians might. be to sactions of the city. avatlable and 


crisis in the home, a house, employment agencies 


care a are 


~ and consultation, which is not case oriented but focuses on the more 
general development of programs and policies, are sthaies. 

- Another suggestion is that the professionals acknowledge that 
one cannot investigate social processes such as the referral-appointment — 

‘process without reference to the social environment in which it exists. 

The meaning attached to an appointment is not automatic and the same . 

for all. It is paradoxical that despite many years of experiencing 


client failures to show for appointments little is known about. the 


social context of the no-show. This study attempts to partially remedy 
that lack. | 


In this study all no-show clients used the telephone to make 
“appointments without difficulty. The telephone was not helpful to the 
investigator in contacting no-show clients. ‘In fact an early attempt 
by the investigator to use the tecqunene as a strategy to contact the 
no-show client failed completely. Other researchers have found that 
“contacting the prospective client by telephone did not increase the 
number of clients making and keeping appointments in outpatient 


clinics. 8 


a 


The investigator found that when a direct personal appeal for 
on tntervion was made on the doorstep of the no-show client's home it 
was granted, even if the request had previously been refused by 
telephone. Telephone requests for interviews were coolly received and 
usually not acted upon. It seems that to reach this most difficult 
: of clients, the lower class no-show client, an appeal in person mst 


be made. When are not kept op not cancelled a follow-up 


4arine M. Kidd and Judith L. Euphrat, "Why Prospective Out- 
_ patients Fail to Make or Keep Appointments," Journal of Clinical Psychol- 
ogy 27 (July, 1971): 394-96. | 


15 
of such incidents should be nade. The follow-up should be personal, 
preferably a visit to the home. | | | 
The community health nurse is the logical professional person 
for this role. The reasons for her choice have been stated previously 
| and are applicable here. She is already an accepted member of the : 
health care system whose role could be expanded: to improve the quality 
and quantity of health care. The development of the commun ty health 
nurse’ s role seems the most economical approach. ‘To add — another > 


category of health worker is both costly and redundant. 
IMPLICATIONS OF STUDY FOR CHANGE 


The following are  aohieations for change in the client ‘role, 
the professional worker role and the health delivery services. The | 


“suggestions for change evolved from the study implications for theory : 


and practice. 


Change in the Client Role 


1. More realistic education of the lower class client regarding the 


use of psychiatric services by means of a variety of communication 
media. | 


2. Better understanding of the way talking with a trained mental — 
health professional can often help to solve psychosocial Problems 
and lead to greater self. | 


Change Worker Role 


1. Recognition of the fact that lower class clients have a different 
. set of cultural values from that of most middle- -class professionals 
and the necessity .to make an effort to understand these values. 


2. Expand the scope of professional concern to include social and: 
environmental factors as contributing to the client's relens: 


oe Develop the necessary skills to work in expanded roles i.e. 


learn to make home calls, develop more Informa interviewing tech- 
niques. | 


‘ 
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4. Discover new techniques for contacting and treating lower class 
clients. 
5. Expand the role of the community health nurse from her present one 
of case finding and follow-up to include that of prevention and | 
treatment. Require that she obtain the additional knowledge and 
skills to function in this expanded role and that she have equa | 


Changes in Health Delivery Services | 


1. Correct, modify and/or develop new systems for delivering 
= services including referral and appointment | services. 


' 2. Plan to have the client as the central focus of all services rather 


than focusing on the convenience of the professional providing the © 
service or the administrative staff of the agency. 


To develop psychiatric clinic ‘services, which will be successful 


in giving the best care to the greatest number by professionals who have 


as their central interest helping individuals to lead personally 


satisfying. and socially useful lives is a goal of psychiatric professionals. 


| ‘Throughout this study the researcher, a psychiatric nurse, has been con- 
cerned with the way in which no-show clients of a child psychiatric | 


clinic perceived psychiatry, the referral system and the appointment 


system. The data indicate a striking difference among the no-show 


clients. The middle class professionals and the middle class no-show 


clients held Similar perceptions and the lower class clients held very 


different perceptions. Such differing perspectives arise from the 


3 differing social worlds in which the no- ~show clients and professionals 


exist and from which they dative their situations and take action. 
a 
In this Study the psychiatric referral system and its ‘failure 


were not eutataa to the internal order of the clinic. ‘It lay within 


the differing worlds of the no-show clients and professionals. 


Knowledge of why clients did not meet appointments, their understanding 


uS WIth Other members O e profes 
- yenumerated for her increased responsibilities. 
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of psychiatry, the referral and appointment systems may help profes- 


sionals to comprehend the many inconsistencies and confusions they 


meet in their daily work with clients who are different than they, as 
well as serve as a basis for changes in the delivery of psychiatric 


| care and for the identification of incongruities within the system. 
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APPENDIX 
OVERVIEW OF ORIGINAL STUDY 


TO: M.D. 
7 Director, Child Psychiatric Clinic 
San Francisco Mental Health Services 


_ FROM: Evelyn Peterson, R.N.., M.S. 
- Doctoral Candidate, School of Nursing 
‘University of California 
San Francisco Medical Center 


RE: A Study of Clients Who Fail to Meet Clinic Appointments 


—_ 


This memo outlines the purposes and procedures of a study on the condi- 
/ tions under which new would-be clients,make psychiatric clinic appoint- 
‘ ments but fail both to meet these appointments and to cancel them in - 
_advance. The study aims to ascertain from the perspective of the 
~would-be client "no shows" the conditions and meaning of the appointment 
which' would perhaps explain the failure of the client to show or to 
cancel the appointment. | 


Conceptual Framework 


‘The conceptual framework underlying this study is sociological. This 
perspective takes into account how people see and define their activities. 
within their own vocabulary or universe of meaning. It is assumed that 
people organize their activities and act according to the way they define 
_ the requirements of any given situation. In this context the appointment 
- may be seen as a social interaction which provides the conditions--as 
- Obligations--for the confirmation of a set of activities. That is to 
say, that an appointment presupposes a subsequent set of activities which 
will consuma te the meaning of an appointment. 


All sucia) groups hold certain social acts as obligatory, and these are 
perceived and defined within the social matrix in which the.act occurs. | 
The position of persons. in a social class system, for example, or within = .. 
different occupations and professions, may have developed different | Cais 
conceptions of social obligation peculiar to that class position or | 
occupational category. Each class may possibly interpret specific 

social interactions in different patterns. Even an "obligation" may have 
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different meaning for those who admit to that obligation. Individuals 
do engage and disengage in interactions in given periods of time and in 
given places. One of these interactional sets is the appointment made 
by clients with professionals in the context of medicine or psychiatry. 


The focus of the study will be on those units of analysis which will 


provide the opportunity, as well as the properties, for discovery of 
patterns in the appointment as a significant and crucial social act. 
These patterns may be barriers to professional and patient relations, 

and when identified may be helpful to psychiatric professionals in 

their interactions with different ethnic groups, different age groups, 
and social classes. The appointment as a social act brings together 

two groups of people with preconceived ideas of the other members which — 
are put to the test in direct confrontation of the social reality of 

the appointment. 2 | 


“Method of the Study 


The method for this study is that of field work or participant observa- 
tion which means that whenever possible, data are gotten directly from 
those who are involved in social situations. In this particular study, | 
the method will revolve principally around interviews with clients who | 
fail -to make following their having made an appointment. 
Each client will be queried as to the conditions under which he made the 


* «e appointment and how it happened that he failed to show. The principle 


focus will be on properties of the thinking of the client which may-- 
hypothetical ly--have mediated against meeting the obligation implicit 
in the appointment, this as well as the simple or concrete reason given 
by the client for his failure to show up for the appointment... 


The best method for studying the clients who fail to meet clinic 


- appointments would be to conduct a prospective study of potential 


clients. A sample of this population could be asked at intervals what — 


contacts they had made with the clinic. This is not feasible because it | 


is impossible to identify and judge the size and variability of the 
population from which the sample would be drawn. For this reason 

- another approach is planned which is to interview those clients who 
fail to show up for appointments made with the clinic. The sample will 


be made up of those who fail to show in a given time period, such as 
_ February, March, May and June. These time periods are tentative and 
_ depend to some extent on data and analysis collected. 


“Since the principle sources of data are the "no show" clients themselves, . 


the success of the study depends greatly upon the cooperation of the 
clinic personnel, principally in providing the names and addresses of 
would-be clients who fail to meet their appointments . 


Relation of Researcher to. Host 


. The student-researcher will respect the opinions of the people with whom 


She speaks and will respect the clinical integrity of the institution. 


— The student will not function in a clinical role, nor will she attempt 


in any way to evaluate the work of the institution or its staff. At 
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eumeulte. during the study, and after its completion, the student- 
researcher will provide clinig personnel with some of the more 
useful findings and generalizations generated from the data. Any 
Subsequent publication of data and findings will surely mask the 
‘identity of the institution and its preen staff. 
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SUBSQT APPTS _ 


APPENDIX B 
FACE SHEET (SFCPC) PATIENT 
CASE CLOSED SE UBER 
ADDRESS PHONE (Home) Work 
DATE FIRST CALL___ REFERRING SOURCE - Phone_ 
CINITIAL APPT; HOUR____WORKER_ INTAKE FEE 


MED STATUS: Under Supvn: Priv Clin Phys Ex (3 Mos) Yes os Rec 
FEES: Family Salary after taxes ___Mo. Fee for further sessions» 


Camt)_ 
RECOMMENDED ACTION: : 


(1) Evaluation: Psychiatric Psychological 


(2) Treatment: Individual also Mo. __other( 
| Family group__ Group Conjoint fa) 
(3) Special Notes 
(4) Termination: Case Closed Referred to. ae 
For (4), note reason(s) | 
Date. Assigned to Co-Ther_ ) Co-Ther 
Date __-Reassigned __ Co-Ther ) Co-Ther-_ 
RELATION BIRTH "OCCUPATION 
SEX TO PATIENT DATE AGE OR SCHOOL 


v 


- EVALUATION OF PRESENTING PROBLEMS AND CURRENT T CRISIS: 


Reverse Side. 
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APPENDIX C 


EXAMPLES OF FIELD NOTES 


Data No-Show Client #1 


I 
17 years | 
Rican 


‘ I had not called for an appointment. ‘It was a beautiful day and when I 
found the address I saw a group of people sitting on sidewalk in the sun 


talking fluently in Spanish. “This area is a section of S.F. which has 
neat small single residences. Most of the people in this immediate block 
have a Spanish or Mexican appearance. I asked if I could talk with Mrs. 
P. Immediately a slight, short swarthy man jumped up and came to speak © 
with me. He asked what I wanted--that he was Mr. P and that his wife did | 
not speak English but he would’ talk with me. He said come into the house 
he did-not.want to talk with all the neighbors listening. The interior 


of the house is nicely furnished, neat and clean. His wife follows us in 


and remains in the room for the whole visit. I Suspect that she under- 
stood English and probably spoke some but that he did not want her to 


~. talk and she acquiesed--a cultural pattern? 


tion. This surprised me because no one had asked for such identification 
previously I showed him my —e and he accepted that. 


The following is somewhat paraphrased. Mr. P Spanish 


accent which | I am unable to emulate. 


I did not know why you come--thought maybe you come to see my boy (brings 
in a three year old boy who is obviously quite retarded). He has been 
going to the University hospital for tests--this is good--I think they 
may help him to get better--we work with him and he gets better--talk to 
the lady. (The boy did talk some but I was glad I arrived before he 


found out the University could probably do little very little for him.) 


People at the University nice to wife and me--they take time. to talk and 


"some can speak Spanish--wonderful. 


Does she make an appointment at the clinic again? She is cahoots with 
the social worker who comes here once awhile to get her to go to the 


clinic. She don't need that--what she needs to do is talk with her 


father. Father is head of the house--you know that? He should know 
everything about his Lessin all that goes on. Social worker and K 
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_He was somewhat confused as to who I was and asked to see my identifica- . 
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make this appointments without talking to me. She not go to the clinic 


because I stop it. I don't know what these people do if K need any- 


thing after I help her then she goes to the church but she don't need 
that when she talks with me. 


You know she fight with her father about school. She now waits until 
She is eighteen so she can move out of here and get job but I want her 


to go to college maybe nursing. Some school with the good Sisters. You 


see I am born in Puerto Rico--but I am Spanish. I come here with my 
family cause of good job--buy this house--nice isn't it? Costs lots of 
money but we like. But you see in Puerto Rico the schools don't divide — 


kids from their family. I don't like schools they don't teach the kids 


anything about their own people. K don't know anything about Spanish 
history, literature her own people. Wonderful books from Span--she don't 
care--not listen to me when I try to tell her about it. Now you know 
what she is interested in--she wants to go with this black fellow she 
met at school. He is nice enough fellow but I don't think she should 

get mixed up with blacks and the schools are just helping this along. | 
Now she knows more about slaves and all that history then ‘she does about 


her own Spanish people. 


When I find out she is going to the clinic--she told my wife cause she 
needs permission from father or mother to go. and wife tells me and I 

say no. I watch her very closely that day and she not go to school and 
She not leave the house. (Asked if he called the clinic.) Why should 


- I-call them? They are trying to take my child away from me--I don't 


Owe them anything. - It's that social worker. she thinks I am too hard on 
my kids. I don't know what clinic does when she don't come. . They do 
not put their mind into my business I don't put mine into theirs. You 


understand don't you? That a father has the family as his business--I 
see that you are different then the social worker--you understand. (I am ~. 


SO amazed by the stream of conversation that I haven't opened my mouth .) 


He then said to me. You want to know the Spanish heri tage--goes to 

the book shelves and takes down several books written in Spanish--well - 
known authors in Spanish literature. He reads some poetry in Spanish 
and then shows me where he is attempting to translate this into English 
to interest K. "See I am getting this ready for her so she will know 


7 what is going on-and has gone on in Spain --wonderful history". "She 
won't take Spanish in school maybe they don't teach it." This discourse 


on Spanish literature and history continued for about one hour. 
Finally his wife interrupted to say that he would be late for work. He 


waves her away, and continues to talk. I say I had better go so that 


he can get ready for work. He says that he can be late--it is. sible ai 


How would he like to handle trouble with K. ; 
You not listen I tell you how I handle it--did you not write it 


| down? (Looks in my notebook to see what I have written and I show him 


that I write what he says.) I would see that she take Spanish and she 
reads these good books. If she knew her Spanish heritage she would 


listen to her daddy. Maybe if I have lots of. ‘money I send her to Spain 
to school. 
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‘Asked if he liked apt system. 


Appointments they okay for some 2 people but not for him he goes 
when he goes. If he wants to see doctor he just goes same when he gets 


his hair cut when he is ready he — goes. Appointment for K is not 


good cause she don't need it. 


When | asked about psychiatry. | | 
Don't know what it does but anything that takes children en 
parents is not good and I don't want anything to do with it. . Never 


known anyone who goes to clinic--some people from here go to the crazy — 


house but K is not crazy she is just not sitar iad of her father. 


~ When asked about why he talked with me. 


/ 
I thought you from the University about my son so I talk with 
you then find you were here about K --then I wanted to tell you that I 
want no more coming here to see that she gets to clinic but I see you 


are different and understand what a father needs to do with a young 


girl--someone has to educate her--schools don't and she doesn't listen 
to church. I think universities do good work. They teach Spanish and 
have books in Spanish heritage. You okay--you understand why I. not go 


to the clinic. Father takes care of that kind of trouble. 
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Data - No-Show Client #2 


12 year 


I knocked at door and woman, in older jeans comes to the door. She is 
about 35 years, articulate and sure of herself. I explained what I was | 
doing and Mrs. S said that she could explain what happened but when she 

_ realized that I wanted more information than just the one reason 

she did not go to the clinic she asked me to come into the apartment. 


- The home is a large older flat located above a store in a fairly nice 
half-residence and half business area of S.F. . The apartment is fur- 
nished with furniture from the thirties. There are numerous nic- -nacs 
from the twenties and thirties--not antiques--strictly "camp". | 
Husband was collecting all this because he plans to open his own bar ‘and 
furnish it in the era of twenties or thirties--depending upon from which 
era he collected the most items. The paintings and few pieces of — 
‘sculpture are all originals but not by well-known artists--done by 
friends. ‘Mother is not sesh and father is working in a bar. 


Father is a college graduate in the humanities and what does one do with 
egree except .teach and he thinks that is strictly for the birds 
but finds that tending bar is a good place to know people and interact on 
personal level--in a real way. Mother has almost completed a course 
n social work but quit to have her ae baby and has not veterees . 

The family have two children. | 


Mother. begins describing her family and the problem which prompted her 
to call the clinic without any prompting from interviewer. Mother 
States that both her children are very gifted children--probably some of 
this is due to their home life. The home is intellectually stimulating-- 
always discussions on politi¢s, race, the war, riots, etc. pertinent 
problems of the day. ren are always allowed to listen to all 7 
conversation an r in if they wish. The two girls are encouraged to 
watch nnel nine in preference to other TV stations. Both girls have 
tested — IQs at school but mother thinks that Helen is probably the 
brightest. | 


About the | 

"Helen probably had a minor breakdown--one day she just iis. 
People who are very bright and perceptive have more of a problem than 
those who are less-aware and continue day by day in routine fashion with 
little reaction to their environment. Helen was having more than her 
usual difficulty aty»school--in that she was more inattentive but the 
school does not report to us about that much any more because we have 
discussed this with them before--that they are partially to blame 
because her problem is that the curriculum is not sufficiently challeng- 
ing to her. They had suggested some type of help for her last year-- 
said that her attention span was too short but really she learns things 
quickly. I guess school is just something a child must exist through 
but learn life away by living. But anyway last month or so we had been 
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having a problem with her when my husband and I planned to-go out in the 
evening. The girls usually stay in the apartment by: themselves and have 
never been afraid. J is older than H and takes most of the responsi- 
bility. H had been fussing and crying--not able to verbalize what was | 
wrong, quite infantile behavior. I guess she has been regressing 
without my husband and I being too aware of it. Then one night she 
really panicked. She ran into the bathroom to the closet. When I 
finally got her to come out she would not talk to me. JI knew then that 

I would need some help for her and maybe for myself. Obviously there 
must be some unconscious problem manifesting itself in this behavior 
which I was not able to name or understand. The reason I called.the 
public clinic was that we are very tight on money right now because of __ 
our plan to buy a bar and have our own business. I had heard that this 
was a good psychiatric clinic. I think they have more M.D.s on the. 
staff than some of the private clinics in the city have. 


The clinic was very gracious but was unable to give me an appointment 
for two weeks which I agreed to. Well you know that this.is quite a. 
period of time to wait when you want help.. I thought this was an 
emergency and told them so but they did not see it that way. Well I 
took myself over to the clinic at Childrens. I used to work there not 
“in the comerty of a professional but almost that. I did some inter- 
viewing of patients when they first came to clinic and made appointments. 
Well, I talked with people there who I still knew. I know that they 

~ take patients at a reduced rate in cases of financial need but it was | 
_always harder to negotiate an appointment--but it helped that I had 
worked there--not only did I get an appointment in three days but it 
was with a psychiatrist. (stressed) ogre I went last Wed. morning-- 
it means that H has to stay away from school one morning but certainly 
this experience will be more meaningful to her than one half day at 
school. The rather slow teacher H has now repeats the material many 
times SO she can catch it on the next. time around. 


I really think one of the reasons I got the nents is that. I had — 
worked with the budget at the clinic and I knew there was money available 
for people who could not pay full rate and I also knew how much I would — 
need to pay considering my husband's salary. They could not brush me 
off--in fact I think I intimidated them. The other thing I did want to 
see the psychiatrist because I did know the sotial workers somewhat 
socially and certainly did not want to be confessing to them, I guess I 
managed that also by telling them how bright H was and I think that they 
She might be tao much for so they gave the to 
the doctor. 


What did I expect from the clinic? Well I expect a deeper understanding 
of my child and probably myself when we are finished. H may talk with . 
the doctor when she did not with me or’ my husband--certainly She has the 
vocabulary to talk well. .She may be less repressed with him--it will. be | 
a novel relationship for her and if she doesn't talk he has techniques | 
such as. play therapy which he can utilize to get understanding of her 
problem. I would expect that I would see him and I am looking forward 
to that because I do want a better understanding of my hidden motiva- . 
tions and how they affect my relationships with my husband and children. 
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I Suppose I want to know myself and my children to know themselves. 
Isn't that what man has wanted since he began to think. Wasn't it the 
Greeks who said "Know thyself"? — 


When asked about cancelling the appointment. 


God I don't know why’I did not call. the clinic and cancel the 


- appointment--come back after I have visited the other clinic for a few 


months. Maybe then I will have some understanding of my underlying 
motivations in‘such slips of memory. I forgot that is certain--I 
certainly look upon such treatment as worthwhile and the professionals 


time as valuable. Although I know that there are times when they are © 


glad when someone does not appear for an appointment. Gives them time 


to talk with others in clinic. I know when I worked in the clinic people 


did not come for appointments and often did not call to cancel them, 
because they felt such guilt about the problem with their children-- 
probably because the problem initiated in the parent. Maybe that is what 
is going on with me. Sometimes the Ghildren's Clinic charged a fee if 
patient did not come. I don't have to pay do I for not coming? 


oe am glad that I can handle. the problem this way--certainly schools .are 


of no help and we are not religious so that lets the clergy out. I 
firmly believe in psychiatric care--see it no different than a surgical 
problem or medical illness. I have an artist friend who has been in 


. therapy for years and is becoming more and more creative.~ Probably — 


because of the treatment--these are his pictures. (points to walls-- 
pictures are modern-.-splashes of dark colors without pattern) » 


_ When asked how she would have liked to handle problem if able to choose. 


-Well I would certainly call a private psychiatrist. You really 
get full attention there and fast care. Probably some of the best men 
are in private care and certainly ie then have cpete. You are buying 


and he is selling. — 


" like the appointment system in clinics emnetinite if operated 


_ the way we operated at the Childrens Clinic. The appointment meant 


something. You came for specific time and you were seen at that time. 


_ But-in an internist's office--that is something else--sit, sit, sit.. : 
_ Might as well not use appointments. They don't serve their purpose but _ . 
then’ what else is there? 


When asked why she agreed to talk with me? 


I am very glad to help you--I am always interested in all types 
of studies that are going on at the universities and I hope to go back | 
to school some day and participate in some myself. That is the function 
of.a university as I see it and not to foster student revolution--there 
must be a great deal of hostility among those students who are acting 
out so much. I am always glad when I see that Dr. Spock is so active 


with the youth because he is a psychiatrist and a pediatrician--most 
people do not realize that he is a psychiatrist and working with the 


kids he may be able to help them to direct their hostility in productive 
wayS--not in such a masochistic manner as they are using. (continued 
discussion university problems--not related to interview content) » 
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